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SUMMARY 


BacKgroupd 

At  the  request  of  the  Chief  of  the  Army  Dental  Corps,  the  Directorate  of  Health  Care 
Studies  and  Clinical  Investigation  initiated  a  study  to  survey  dental  emergencies  among  active 
duty  soldiers  treated  by  the  U.S.  Army  Dental  Care  System.  This  study  had  four  objectives; 
(1)  to  describe  characteristics  of  soldiers  presenting  with  dental  emergencies;  (2)  to  document 
the  conditions  causing  dental  emergencies;  (3)  to  report  the  disposition  (treatment)  of  soldiers 
with  dental  emergencies;  and  (4)  to  estimate  the  costs  in  time  to  the  soldier’s  unit  and  to  the 
Army  Dental  Care  System  associated  with  the  diagnosis,  treatment,  and  disposition  of  a 
soldier  with  a  dental  emergency. 


Methods 

Utilizing  a  four  part  60-item  questionnaire,  a  cross-sectional  survey  was  conducted  for  a 
6- week  period  at  five  U.S.  Army  Health  Services  Command  installations  serving  a  combinet! 
active  duty  population  of  82,908.  All  non-appointed  active  duty  personnel  seeking 
emergency  dental  treatment,  both  during  and  after  normal  clinic  hours,  were  eligible  for  the 
study. 

The  questionnaire  data  was  analyzed  using  the  Statistical  Analysis  System"  to  produce 
descriptive  statistics,  bivariate  comparisons,  and  multivariate  linear  regression  models  to 
explain  factors  associated  v/ith  the  total  number  of  hours  involved  in  a  dental  emergency 
episode. 


Results 

The  final  sample  for  this  study  included  805  participants  whose  questionnaires  contained 
complete  information  on  the  diagnosis  or  treatment  for  the  presenting  dental  emergency.  The 
sample  was  predominantly  white  males  under  the  age  of  30  years  who  had  under  10  years  of 
military  service,  served  in  deployable  field  units,  had  a  high  school  education,  had  a  dental 
examination  in  the  past  12  months,  and  were  in  a  dental  fitness  classification  of  1  or  2. 

Defective  restorations  were  the  most  frequent  primary  diagnosis  (13%)  followed  by 
advanced  caries  (12%).  Mild  to  moderate  caries  accounted  for  9.0%  of  the  primary 
diagnoses,  whereas  the  conditions  of  pericoronitis  and  unerupted  tooth  were  responsible  for 
nearly  17%  of  the  diagnoses.  Endodontic  conditions  represented  8.0%  of  the  primary 
diagnoses  and  the  mandibular  third  molar  was  the  most  frequent  tooth  involved  as  a  chief 
complaint  (18%).  For  those  in  dental  fitness  class  3,  advanced  caries  was  by  far  the  most 
common  diagnosis  (30%). 

No  treatment  was  provided  to  approximately  11%  of  tlie  emergency  patients  seen,  34% 
received  tcm|)orary  treatment,  nearly  35%  received  some  form  of  permanent  treatment,  anti 
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14%  of  the  patients  were  referred  to  another  dentist  for  treatment.  A  written  prescription  for 
medication  was  the  most  frequently  performed  procedure.  Nearly  46%  of  the  patients 
required  an  additional  follow-up  appointment  for  the  tooth  or  area  causing  their  dental 
emergency. 

The  mean  time  for  a  dental  emergency  episode  was  1.62  hours  per  soldier.  Soldiers  with 
the  rank  of  E4  and  below  spent  significantly  more  time  in  a  dental  emergency  episode  than 
officers  even  when  controlling  for  diagnosis.  Soldiers  with  a  diagnosis  of  advanced  caries, 
those  who  had  not  had  an  annual  examination,  those  who  were  in  class  3,  and  those  whose 
present  problem  was  previously  charted  as  dental  class  3,  spent  significantly  greater  amounts 
of  time  seeking  treatment 

The  mean  time  involved  for  a  dentist  treating  a  dental  emergency  was  0.84  hours. 
Females  and  those  with  a  primary  diagnosis  of  advanced  caries  utilized  significantly  greater 
amounts  of  dentist  time.  Also,  significantly  more  dentist  time  was  required  to  treat  those 
who  had  not  had  an  annual  examination,  those  in  dental  fitness  class  3,  and  for  those  whose 
problem  had  been  previously  charted  as  dental  class  3.  The  linear  regression  model 
explaining  the  total  hours  of  soldier’s  time  involved  in  the  treatment  of  a  dental  emergency 
showed  that  on  average,  those  with  a  primary  diagnosis  of  advanced  caries  spent  nearly  40 
minutes  more  in  total  treatment  time  than  those  with  any  other  diagnosis.  This  model  also 
allowed  that  having  an  annual  examination  resulted  in  a  reduction  of  approximately  20 
minutes  in  total  soldier’s  time  involval  in  dental  emergency  treatment. 

The  results  of  the  regression  model  for  total  dentist’s  time  found  that  having  a  primary 
diagnosis  of  advanced  caries  added  nearly  22  minutes  to  the  total  treatment  time,  and  that  the 
treatment  of  a  dental  problem  that  had  b^n  previously  charted  as  a  class  3  problem 
significantly  increased  total  dentist’s  time. 


Tliis  study  has  focused  on  the  conditions  causing  and  the  impact  of  dental  emergencies  in 
an  Army  garrison  population.  The  results  suggest  that  the  social  and  Kxrnomic  consequences 
of  dentad  emergencies  are  significant,  both  to  the  dental  care  system  and  to  the  Array.  The 
results  of  this  study,  when  viewed  in  terms  of  the  social  and  economic  impact,  can  be  used 
by  the  Dental  Coips  leadership  in  planning  appropriate  actions  for  disease  management  and 
resource  allocation  as  well  as  developing  more  effective  arguments  for  SK:uring  support  and 
nc^ed  funds  in  an  integrated  policy  on  the  Army’s  health. 
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INTRODUCTION 


Purpose 

As  part  of  the  Army  Medical  Department  Studies  Program,  the  Directorate  of  Health 
Care  Studies  and  Clinicd  Investigation  initiated  a  study  to  survey  dental  emergencies  among 
active  duty  soldiers  treated  by  the  U.S.  Army  Dental  Care  System.  The  results  of  this  rqwrt 
provide  the  Army  Dental  Corps  leadership  with  information  concerning  the  nature  of  and  the 
potential  impact  of  dental  emergencies. 


Background 

Although  oral  health  problems  are  rarely  matters  of  life  and  death,  they  can  significantly 
impact  on  social,  economic,  and  psychologi(^  areas  of  life.  Data  on  the  impact  of  oral 
disease  on  these  areas  would  be  valuable  for  several  reasons;  the  data  would  aid  decisions 
regarding  allocation  of  health  care  resources;  the  data  would  broaden  the  understanding  of 
the  scope  of  oral  health  problems;  and  knowledge  of  the  social,  economic,  and  psychological 
consequent:^  of  oral  conditions  and  of  their  treatment  could  provide  a  better  understanding 
of  oral  health  behaviors  including  preventive  behavior  and  the  use  of  dental  services. 

Until  1984,  research  on  the  social  impact  of  dental  diseases  was  limited.  Reisine  (1985) 
showed  that  in  analyzed  data  from  the  1981  U.S.  National  Health  Interview  survey,  that 
dental  conditions  were  the  cause  of  an  ^pr^iable  number  of  days  of  bed  disability 
(6.7  million),  restrict^  activity  (17.7  million),  and  work  loss  (7.0  million).  In  another 
survey  of  over  2,500  employed  persons  in  the  Hartford  area,  Reisine  (1984)  found  tliat  at 
least  onv-fourth  of  employees  lost  some  time  from  work  in  tlie  past  year  because  of  oral 
problems;  most  of  the  lost  time  was  attributable  to  visits  for  curative  denial  puiposes.  In  a 
follow-up  to  the  1984  study,  Reisine  (1985)  reported  a  mean  of  1.26  hours  of  work  loss  per 
person  per  year  due  to  acute  dental  problems.  In  that  study,  persons  with  preventive  visits 
were  less  likely  to  experience  work  loss  and  had  fewer  hours  of  work  loss  than  those  without 
preventive  visits.  Tius  finding  attests  again  to  the  validity  and  cost  benefits  of  preventive 
dentistry.  Gift,  Reisine,  and  Larach  (1992),  analyzing  the  1989  National  Health  Interview 
Survey,  found  that  164  million  hours  of  work  were  missed  annually  at  the  national  level  by 
employed  individuals  as  a  result  of  their  own  dental  visits  or  problems.  This  volume  of  time 
lost  from  work  represents  about  1.48  hours  per  employed  individual.  These  studies  show 
that  the  potential  impact  of  work  loss,  while  small  on  an  individual  level,  is  large  on  a 
societal  level  resulting  in  thousands  of  work  loss  days  annually. 

Oral  conditions  also  impose  huge  economic  consequences  on  society.  In  1988,  the  U.S. 
Health  Care  Fmancing  Administration  reported  that  $29.4  billion  were  spent  for  dental 
services  (U.S.  Department  of  Health  and  Human  Services,  1988).  This  figure  represents 
nearly  5.4%  of  the  total  1988  health  care  expenditures  and  is  probtd)ly  an  incomplete 
estimate  of  the  direct  costs  associated  with  dental  services.  Even  harder  to  measure  aie  the 
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indirect  costs  associated  with  oral  disease,  such  as  those  from  decreased  productivity  and  the 
o^rtunity  cost  of  time  lost  from  work  activities. 

Perhaps  the  psychological  impact  of  oral  disease  has  been  identified  longer  than  either 
the  social  or  economic  consequences.  Pain  and/or  discomfort  are  probably  the  most 
important  psychological  experiences  associated  with  oral  disease.  As  Nildas  (1985)  pointed 
out,  there  has  been  essentially  no  research  documenting  the  frequency,  severity,  and  extent  of 
oral  pain  and  dental  emergencies  among  general  populations.  Studies  conduct^  in  Great 
Britain  showed  a  higher  prevalence  of  dental  pain  than  had  been  anticipated;  moreover,  only 
15%  of  a  community  sample  who  had  toothaches,  had  visited  a  dentist  (Miller,  Elwood,  and 
Swallow,  1975;  Miller,  1978).  Perh^s  data  based  on  emergency  patients  underestimates  the 
prevalence  of  dental  pain  and  its  psychological  impact  because  I^ge  numbers  of  people  do 
not  consult  dentists  for  pain. 

The  social,  economic,  and  psychological  consequences  or  oral  disease  as  they  apply  to 
society  in  general  have  application  for  research  and  action  in  the  Army.  The  dental 
emergency  rate  is  the  principal  outcome  measure  of  the  Dental  Care  System’s  Dental  Combat 
Effectiveness  Monitoring  Program.  Results  from  studies  of  dental  care  during  field  training 
exercises  (Sumnicht,  1965;  Payne  and  Posey,  1981;  King,  Parker,  and  Brunner,  1982;  King 
and  Brunner,  1984),  at  strategic  location  assignments  (Ludwick  and  Gendron,  1974; 
McCarroU,  Traver  and  Phair,  1979),  of  prisoners  of  war  (Diem  and  Richlin,  1978;  Berg  and 
Richlin,  1977),  and  in  combat  (Jeffcott,  1955;  Reister,  1973;  McConnell,  1974;  Heiser, 

1974)  have  consistently  emphasized  the  impact  that  dental  emergencies  can  have  on  Army 
personnel.  The  transient  loss  of  peisonnel,  and  noneffectiveness  of  soldiers  in  combat  and 
field  training  exercises  due  to  dental  emergencies  continue  to  be  problems.  This  is  especially 
true  today  as  the  Army  undergoes  organizational  changes  that  will  affait  the  structure  and 
distribution  of  dental  services  provided  to  units  once  they  have  deploy^.  The^  changes  will 
result  in  fewer  dentists  involv^  in  deployment  and  wili  na:essitale  that  the  majority  of  dental 
services  be  provided  wliile  the  soldier  is  in  garrison.  To  date,  there  has  been  no  study 
focusing  on  the  conditions  causing  and  the  impact  of  dental  emergencies  in  an  Army  garrison 
population. 

In  1992,  dental  emergencies  accounted  for  8.6%  of  all  active  duty  dental  visits  to  the 
U.S.  Army  Health  Services  Command  (HSC)  dental  clinics.  The  approximate  cumulative 
incidence  or  emergency  rate  for  Uiis  period  was  422.4  emergencies  per  1,000  soldiers  per 
year  (Health  Services  Command,  1992).  The  policy  implications  associated  with  the  impact 
of  this  emergency  rate  are  significant.  The  use  of  epidemiological  data  to  formulate 
appropriate  policies  addressing  issues  rdaling  to  the  causes  and  amscqucnces  of  a  dental 
emergency  could  provide  the  potential  for  significant  monetary  and  personnel  savings,  both 
to  the  Dental  Care  System  and  to  the  Army,  Also,  if  oral  health  status  is  presented  in  terms 
of  tltc  social  and  economic  consequences,  as  well  as  tire  u-adilional  clinical  indicate.^,  a  more 
effective  argument  can  be  made  to  secure  support  and  needed  funds  in  an  integrated  policy 
on  the  Army’s  health. 
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This  study,  thus,  has  four  objectives:  (1)  to  describe  characteristics  of  soldiers 
presenting  with  dental  emergencies;  (2)  to  document  the  conditions  causing  dental 
emergencies;  (3)  to  report  the  disposition  (treatment)  of  soldiers  with  dental  emergencies;  and 
(4)  to  estimate  the  costs  in  time  to  the  soldier’s  unit  and  to  the  Army  Dental  Care  System 
associated  with  the  diagnosis,  treatment,  and  di^sition  of  a  soldier  with  a  dental 
emergency. 


METHODS 

Overview 


Research  Design 

A  cross-sectional  survey  was  undertaken  to  coll«;t  data  on  active  duty  Army  personnel 
seeking  emergency  dental  treatment  at  an  Army  dental  clinic  because  of  an  episode  of  acute 
dental  or  oro-facial  pain.  Data  collection  was  conducted  for  a  6- week  period  beginning  in 
November  1992  at  five  Army  installations  serving  a  combined  active  duty  population  of 
82,908. 

Questionnaire  Design 

A  60-item  questionnaire,  consisting  of  four  parts,  was  developed  to  collect  information 
concerning  a  dental  emergency  episode.  The  dental  clinic  receptionist  completed  Part  1  by 
obtaining  administrative  information  from  the  emergency  patient  as  well  as  from  their  dental 
record.  Part  2  was  completed  by  the  emergency  patient.  Information  was  collected  on 
sociodemographic  characteristics,  current  duty  position,  perceived  oral  health  status,  as  well 
as  information  concerning  the  patient's  current  dental  problem.  TTie  dartal  assistant 
completed  Part  3  obtaining  additional  administrative  information  from  the  patient’s  dental 
record.  The  treating  dentist  complete  Part  4  recording  the  tooth  or  area  that  was  the 
patient's  chief  complaint,  the  diagnosis  of  the  condition,  tire  treatment  provided,  and  the 
disposition  of  the  patient. 

The  questionnaire  was  tested  for  clarity  of  instructions  and  ease  of  response  on  100 
active  duty  soldiers  seeking  emergency  treatment  at  Budge  Dental  Clinic,  Fort  Sam  Houston, 
Texas,  from  5  to  7  May  1992.  At,  analysis  of  the  pretest  questionnaires  and  a  follow-up 
meeting  with  personnel  involved  in  i  e  pretest,  resulted  in  moderate  revision  of  the 
questionnaire  and  its  instructions.  The  final  questionnaire  and  its  instructions  appear  in 
Appendix  A. 


Fort  Hood,  Fort  Knox,  Fort  Jackson,  Fort  Leonard  Wood,  and  Fort  Riley  were 
conveniently  .^elected  for  participation  in  the  study  for  two  reasons.  First,  all  fivre 
installations  reported  large  numbers  of  emergencies  in  FY  1992  (Dental  Workload...,  1992). 
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This  provided  the  opportunity  to  survey  the  large  number  of  emergency  patients  in  a  short 
time  period.  Second,  the  varied  types  of  units  these  installations  support  (combat,  combat 
support,  combat  service  support,  and  training)  were  viewed  as  being  representative  of  the 
Army’s  active  duty  unit  composition. 

All  non-appointed  active  duty  personnel  seeking  emergency  dental  treatment  at  dental 
clinics,  both  during  and  after  normal  clinic  hours,  at  one  of  the  five  installations  during  the 
survey  period  were  eligible  for  the  study. 


Ihrocedure 

A  tasking  letter  (Appendix  B)  from  the  Director  of  Dental  Services,  HSC,  was  sent  to 
each  of  the  Hve  installation  Dental  Activity  commanders  requesting  their  assistance  with  this 
study  and  that  they  appoint  a  unit  project  officer  for  the  survey.  Questionnaires,  along  with 
a  letter  of  instruction  for  administering  the  survey  (Appendix  A),  were  mailed  to  the  five 
installation  project  officers  who  then  met  with  all  participating  dental  clinic  personnel  to 
explain  the  purpose  and  the  administration  of  the  survey.  The  principal  investigator  was  | 

available,  via  telephone,  to  clarify  questions  and  to  make  decisions  concerning  participation 
in  the  survey. 

At  the  end  of  the  survey  period,  project  officers  collected  the  questionnaires  and,  after 
checking  for  their  completeness,  returned  the  questionnaires  by  certified  mail  to  the 
Directorate  of  Health  Care  Studies  and  Clinical  Investigation  where  they  were  reviewed  and 
prepared  for  data  analysis. 

Data  Analyses 

Three  approaches  to  the  data  were  taken.  First,  simple  frequencies  were  tabulated  to 
describe  the  sample  of  emergency  patients  in  terms  of  sociodemographic  characteristics, 
current  duty  positions,  duration  of  the  dental  problem,  dental  administrative  characteristics, 
tooth/area  involved,  diagnosis,  disposition,  and  treatment  received.  Second,  chi-square  tests 
and  mean  separation  tests  compared  proportional  differences  and  mean  differences  between 
the  sociodemographic  and  dental  administrative  variables.  Third,  multivariate  linear 
regression,  was  used  to  determine  the  independent  effects  of  sociodemographic  and  dental 
administrative  factors  on  the  total  number  of  hours  involved  in  a  dental  emergency  visit  for 
the  soldier  and  the  dental  care  system  while  simultaneously  controlling  for  the  effects  of 
other  variables.  Data  analysis  was  performed  using  the  Statistical  Analysis  System". 
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RESULTS 


Description  of  the  Sample 

The  final  sample  for  this  study  included  only  those  participants  whose  questionnaires 
contained  complete  information  on  the  diagnosis  or  treatment  for  the  presenting  dental 
emergency.  Of  the  869  questionnaires  returned,  805  (93%)  were  available  for  analysis. 
Table  1  presents  the  sociodemographic  and  den^  administrative  characteristics  of  the  final 
sample. 

As  shown  in  Table  1,  the  sample  was  predominantly  under  30  years  of  age  (76%),  male 
(80%),  white  (56%),  had  under  10  years  of  military  service  (76%),  educated  for  12  years  or 
less  (52%),  had  a  dental  examination  in  the  past  12  months  (66%),  had  a  dental  fitness 
classification  of  a  1  or  2  (64%),  and  reported  good  to  excellent  perceived  oral  health  (77%). 
Table  2  shows  that  the  majority  of  the  emergency  patients  (41%)  were  assigned  to  dq)loyable 
field  units. 

Additional  dental  administrative  characteristics  of  the  sample  are  presented  in  Table  3. 
Permanent  dental  records  were  available  for  726  (90%)  of  the  survey  participants  of  which 
96%  had  an  annual  dental  examination  in  the  past  12  months.  Of  those  emergency  patients 
who  were  previously  in  dental  fitness  class  1  (9.2%),  a  significantly  larger  percentage  had  an 
annual  examination  in  the  past  12  months  (88%).  For  those  who  were  previously  classified 
as  fitness  level  2  (55%),  a  significantly  larger  percent  had  an  annual  exam  in  the  past  12 
months  (78%).  As  might  be  expected,  the  percentage  of  dental  fitness  class  4  patients  who 
had  an  annual  exam  (11%)  was  significantly  lower  than  those  class  4  patients  who  had  not 
been  examined  in  the  past  12  months.  For  those  patients  who  had  bera  classified  as  level  3 
(21%),  there  was  no  significant  difference  between  the  percentage  with  or  without  an  annual 
exam  in  the  past  12  months.  The  most  striking  difference  is  in  the  comparison  of  those 
patients  whose  current  problem  had  been  charted  before  but  not  as  a  class  3.  For  this  group, 
a  significantly  larger  percentage  (82%)  had  an  annual  exam  in  the  past  12  months. 

Nature  of  Dental  Emergency  Diagnoses 

The  diagnosis  codes  used  in  this  study  were  taken  from  Department  of  Defense 
Directive  6410.1,  "Standardization  of  Dental  Classifications,"  dated  1  March  1991.  The 
dentist  providing  the  emergency  service  was  asked  to  enter  the  two^ligit  code  from  the 
diagnosis  list  provided  with  the  questionnaire  which  best  described  the  patient’s  current 
condition.  Table  4  shows  tlie  frequency  of  the  15  primary  diagnostic  codes.  Defective 
restorafions  were  the  most  ftequent  primary  diagnosis  (13%)  followed  by  advanced  caries 
(12%).  Mild  to  moderate  caries  accounted  for  9.0%  of  the  primary  diagnoses.  The 
conditions  of  pericoronitis  (9%)  and  an  unerupted  tooth  (8%)  were  responsible  for  neari;y 
17%  of  the  diagnoses.  Endodontic  conditions  represented  8.0%  of  the  primary  diagnoses  for 
the  emer£,ency  patients.  Mandibular  third  molars  were  the  most  frequent  tooth  (18%) 
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involved  as  the  dental  emergency  chief  ccmplaint  vTahle  5)  Mandibular  first  molars  (15%) 
and  maxillary  first  molars  (12%)  were  the  next  most  frequently  involved  teeth. 

The  frequency  of  primary  diagnosis  by  age  group  and  military  rank  appears  in  Tables  6 
and  7  respectively.  These  two  tables  show  that,  with  the  excetition  of  periodontally  related 
diagnoses,  the  majority  of  the  primary  diagnoses  were  concentrated  in  the  younger  age 
groups  (  30  years  old  and  below)  and  especially  in  the  youngest  age  group  of  17  to  24  years 
of  age.  This  is  not  suiprising  given  that  nearly  60%  of  the  emergency  patients  seen  in  this 
study  were  below  the  age  of  24  and  over  66%  were  in  the  military  rank  of  E4  or  below. 

Table  7  also  shows  that  of  the  166  emergency  patients  that  were  in  class  3,  over  80% 
were  below  the  rank  of  E4.  A  significantly  greater  proportion  (25%)  of  those  below  the 
rank  of  E4  were  in  dental  fitness  class  3  than  in  either  the  E5  to  E9  group  (14%)  or  the 
WOl  to  09  ranks  (4.2%).  When  the  frequency  of  primary  diagnoses  for  those  in  dental 
fitness  class  3  were  examined  separately  ^able  8),  advanced  caries  was  by  far  the  most 
common  diagnosis  (30%). 

The  15  primary  diagnostic  codes  were  selectively  collapsed  into  7  diagnostic  groups  to 
reflect  the  major  diagnostic  themes.  The  frequencies  and  definitions  of  the  7  diagnostic 
groups  are  displayed  in  Table  9.  This  table  shows  that  the  diagnostic  groups  reversible 
pulpitis  (22%),  irreversible  pulpitis  (19%),  and  pericoronitis  (18%)  accountexl  for  just  under 
60%  of  all  emergency  diagnoses.  The  frequencies  of  the  7  diagnostic  groupings  by  age  and 
military  rank  are  showed  in  Tables  10  and  11,  respectively.  These  tables  demonstrate  the 
major  cone.  tr. ’ m  of  diagnoses  in  the  younger  age  group  (17  to  24  years)  and  the  junior 
enlisted  soloieis  (E1-B4).  As  might  be  expected,  the  most  frequent  diagnosis  seen  in  these 
two  inter-related  groups  was  associated  with  pericoronitis  (27%). 

The  frequencies  of  the  7  diagnostic  groups  stratified  by  dental  fitness  classification  level 
are  displayed  in  Table  12.  For  those  whose  classification  level  was  1  or  2,  the  most  frequent 
diagnosis  was  reversible  pulpitis  followed  by  a  diagnosis  of  pericoronitis.  This  table 
confirms  what  was  presented  in  Table  8,  namely  that  the  most  common  diagnosis  for  soldiers 
in  class  3  was  ineversible  pulpitis  (42%).  For  those  in  class  4,  reversible  pulpitis  and 
irreversible  pulpitis  were  tlie  two  most  frequent  diagnoses. 

Table  13  shows  the  frequency  of  the  tooth/area  involved  by  diagnostic  group.  First 
molars  accounted  for  28%  of  all  the  involved  teeth  with  36%  of  all  first  molars  involving  a 
diagnosis  of  irreversible  pulpitis.  Tliird  molars  constituted  27%  of  all  diagnosed  teeth  of 
which  74%  were  diagnosed  as  associated  with  pericoronitis.  In  other  words,  first  and  third 
molars  with  either  a  diagnosis  of  irreverable  pulpitis  or  pericoronitis  accounted  for  over  30% 
of  all  the  emergencies  diagnosed. 
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The  survey  questionnaire  did  not  collect  information  on  a  dental  clinic’s  procedure  for 
providing  dent^  emergency  services,  i.e.  whether  the  emergency  service  provided  merely 
triage  services  or,  if  time  permitted,  the  treating  dentist  was  free  to  provide  definitive  care. 

It  was  felt  that  throughout  the  Army  Dental  Care  System  various  emergency  service 
configurations  exist  and  that  the  selected  sample  of  clinics  would  reflect  this  range  of 
services.  Table  14  shows  the  twenty  most  frequently  perfonned  emergency  services  in  this 
study.  A  written  prescription  for  medicaticn  was  the  most  frequently  performed  procedure 
(26%).  Over  67%  of  these  prescriptions  v/ere  for  a  non-narcotic  analgesic  and  18%  were  for 
a  narcotic  analgesic. 

The  disposition  of  the  emergency  patients  by  diagnosis  appears  in  Table  15.  No 
treatment  was  provided  to  approximately  11  %  of  the  patients  seen,  34%  received  temporary 
treatment,  nearly  35%  received  some  form  of  permanent  treatment  for  their  chief  complaint, 
and  14%  were  referred  to  another  dentist  for  treatment.  Nearly  4o%  of  the  patients  required 
an  additional  follow-up  appointment  for  the  tooth  or  area  causing  their  dental  emergency. 

Time  Impact  of  a  Dental  Emergency 

Table  16  presents  the  results  of  the  bivariate  analysis  and  the  multiple  comparisons  of 
means  tests  performed  using  the  method  of  least  squares  to  fit  general  linear  models.  Two 
outcome  variables  along  with  confidence  intervals  relating  the  time  involved  in  treating  dental 
emergencies  are  shown:  the  mean  number  of  hours  of  soldier’s  time  and  tlie  mean  number 
of  hours  of  dentist’s  time.  Soldier’s  time  was  computed  by  subtracting  the  time  the  soldier 
arrived  at  the  dental  clinic  (recorded  on  the  questionnaire  by  the  receptionist)  from  the  time 
the  soldier  left  tlie  dental  operatory  (recorded  by  the  treating  dentist).  The  dentist’s  time  was 
computed  by  subtracting  the  time  the  dental  assistant  recorded  that  the  patient  was  seated  in 
the  operatory  from  the  time  the  soldier  left  the  dental  operatory  (recorded  by  the  treating 
dentist). 

Table  16  shows  that  for  this  sample,  tf»e  mean  time  for  a  dental  emergency  episode  was 
1.62  hours  per  soldier.  Soldiers  with  the  rank  of  E4  and  below,  those  with  12  years  of 
education  or  less,  and  those  who  perceived  their  oral  health  status  to  be  feir  to  poor  spent 
significantly  more  time  in  a  dental  emergejicy  episode  than  officers  (W01-O9),  those  with 
greater  than  12  years  of  education,  and  those  who  perceived  their  oral  health  status  to  be 
good  to  excellent.  As  might  be  expected,  rank  and  education  were  highly  correlated 
(r=.5769,  p  =  .0001).  Soldiers  witii  a  diagnosis  of  irreversible  pulpitis,  those  who  had  not 
had  an  annual  exam,  tliosc  who  were  in  class  3,  and  those  whose  present  problem  was 
previously  charts!  as  dental  class  3  spent  significantly  greater  amounts  of  tinte  seeking 
treatment  than  those  with  other  diagnoses,  those  who  had  an  annual  exam,  those  who  were 
not  in  class  3,  and  those  whose  current  problem  had  not  been  previously  recorded  as  dental 
class  3.  These  same  relationships  held  true  even  when  controiling  for  differences  in  primary 
diagnosis. 
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Table  Id  shows  that  the  mean  time  for  a  dental  emergency  episode  was  0.84  hours  per 
dentist.  Females,  those  with  a  primary  diagnosis  of  irreversible  pulpitis,  and  those  who 
perceived  tlieir  oral  health  status  to  be  fair  to  poor,  utilized  significantly  greater  amounts  of 
dentist  time  than  males,  those  with  other  than  irreversible  pulpitis  as  a  diagnosis,  and  those 
’.vhose  oral  health  status  was  viewed  as  good  to  excellent.  Also,  significantly  more  dental 
time  was  required  for  those  who  had  not  had  an  annual  examination,  those  in  dental  fitness 
classification  3,  and  for  those  whose  problem  had  been  previously  charted  as  dental  class  3. 
Again,  these  relationships  were  true  when  the  analysis  controlled  for  differences  in  diagnosis. 

IVfultivariate  analysis 

Two  linear  regression  models,  one  for  soldier’s  time  and  one  for  dentist’s  time,  were 
used  to  determine  the  independent  effects  of  the  sociodemographic  and  dental  administrative 
characteristics  shown  to  be  important  in  the  bivariate  analyses,  while  simultaneously 
controlling  for  the  effects  of  other  variables.  The  results  of  the  regression  analysis 
explaining  a  dental  emergency  episode  in  terms  of  soldier  ’s  time  and  dentist’s  time  are 
presented  in  Tables  17  and  18  respectively. 

The  model  explaining  total  soldier’s  time  accounted  for  only  a  small  (R’  =  0.112)  but 
significant  amount  of  variation  (Table  17).  Four  variables  were  significant  in  detennining 
the  ♦otal  1  ourr  jf  soldier’s  time.  A  diagnosis  of  irreversible  pulpitis  had  the  greatest  effect 
and  explained  the  most  variation  (contribution  to  was  66.5%).  The  positive  effect  of  this 
variable  indicated  that  for  those  witli  irreversible  pulpitis,  compared  to  those  with  another 
diagnosis,  on  average  we  would  expect  a  0.635  hour  increase  in  the  mean  soldier’s  time. 

The  .icoiid  most  important  ‘'ariable  was  having  an  annual  exam  in  the  past  12  months.  This 
variable  explained  n.9%  of  the  vari...tion  in  mean  total  time  seen  for  this  model  and  its 
negative  effect  indicates  that  compared  to  those  who  did  not  have  an  annual  exam  in  the  past 
12  months,  those  who  did  o:i  average  would  spend  0.322  fewer  hours  in  total  time  for  a 
dental  emergency  episode. 

Two  other  variables,  having  12  or  fewer  years  of  education  and  presenting  with  a  dental 
problem  ihai  had  previously  been  charted  as  a  fitness  class  3,  had  small  but  significant  effects 
on  the  variation  seen  in  total  soldier’s  tim^.  Compared  to  those  with  more  than  12  years  of 
education,  tho^  with  fewer,  on  average  sper.t  0.187  more  hours  in  a  dental  emergency 
episode.  For  those  whose  current  problem  was  previously  charted  as  a  class  3,  one  could 
expect  them  to  have  a  .292  huur  ii»crease  in  the  total  time  cOiUpared  to  those  whose  problem 
was  not  charted  as  a  class  3. 

The  results  of  the  linear  multiple  regression  model  explaining  total  hours  invuH-ed  for  a 
dentist  in  treating  a  dental  emeigency  fo.-nd  that  five  variables  had  significant  efSecis  (Table 
IS).  Having  a  primary'  diagnosis  cf  irreversible  pulpitis  and  presenting  with  a  aental 
problem  that  had  previously  been  charted  as  a  class  3  were  both  associated  with  significantly 
more  hours  of  centi.st  treatment  time.  Table  18  alf^  shows  that  being  male,  viewing  one’s 
oral  health  status  as  good  to  excellent,  and  having  a  military  rank  of  FI  to  B4  were 
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associa  ted  with  significantly  fewer  dentist  hours  required  to  treat  an  emergency.  Although 
this  model  explained  only  a  small  amount  of  the  variation  in  total  dentist  time  (K?=  0.08),  all 
variables  were  significant  (p  <  .05).  As  with  the  model  for  total  soldier’s  time,  a  diagnosis 
of  irreversible  pulpitis  contributed  the  most  to  the  explained  variation  in  total  dentist  time 
(74%  of  the  R^. 


Costs  in  hours  of  a  dental  emergency 

Table  19  shows  that  264  thousand  hours  of  soldier’s  time  and  137  thousand  hours  of 
dentist’s  time  were  involved  in  treating  dental  emergencies  in  HSC  dental  clinics  in  1992. 
These  figures  are  based  on  projecting  the  results  of  this  study  onto  the  total  number  of 
emergency  visits  and  the  total  active  duty  population  served  by  HSC  in  1992  (Health  Services 
Command,  1992). 


DISCUSSION 

This  paper  analyzes  the  nature  of  dental  emergencies  in  the  Army  Dental  Care  System, 
the  characteristics  of  those  who  experience  a  dental  emergency,  the  dental  problems 
associated  with  an  emergency,  and  the  time  impact  of  a  dental  emergency  episode.  The 
results  will  be  discussed  in  terms  of  their  implications  for  dental  health  policy. 

ReBrgsentatLYeness  of  ihe  sample 

Because  there  have  been  no  previous  studies  of  the  nature  and  characteristics  of  dental 
emergencies  in  an  Army  garrison  population,  no  attempt  was  made  to  use  a  stratifiai 
probability  sample  to  ensure  adequate  representation  of  all  Army  personnel  according  to 
gender,  age,  race,  rank,  and  unit  type.  As  stated  above,  the  sample  selected  for  this  study 
came  from  five  Army  installations  which  were  conveniently  selected  to  reflect  the  varied 
types  of  units  within  the  Army  and  because  of  the  number  of  emergency  patients  seen 
annually. 

Table  20  displays  the  diversity  of  the  sampled  installations  in  terms  of  demograpliics  and 
dental  administrative  characteristics  The  figures  on  the  number  of  active  duty  supported 
were  obtained  direcUy  from  the  individual  dental  activities  based  on  November  1992  data. 
The  emergency  rates  appearing  in  Tabic  20  were  obtain«l  from  the  Dental  Workload 
Reporting  System  for  fiscal  year  1992  (Dental  Workload...,  1992).  Overall,  the  data 
presented  in  Table  20  shows  the  significant  differences  between  the  five  installations,  most  of 
which  can  be  explained  by  the  types  of  units  supported  at  each  Army  post.  Whereas 
Fort  L^nard  Wood  and  Foil  Jackson  support  large  trainee  populations  who  are  younger, 
lower  in  rank,  and  have  had  little  or  no  contact  with  the  Army’s  Dental  Care  System,  Fort 
Hood  and  Fort  Riley  are  home  to  combat,  combat  support,  and  combat  service  support  units 
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which  are  more  evenly  distributed  in  age,  rank,  and  dental  system  experience.  Fort  Knox, 
which  supports  a  mixed  population  of  trainees  and  combat,  combat  support,  and  combat 
service  support  units,  also  displays  demographical  and  dental  administrative  characteristics 
that  are  more  evenly  distribute  among  the  dental  emergency  patients  seen. 

The  annual  dental  emergency  rates  reported  in  Table  20  range  from  a  low  at  Fort  Hood 
of  314.5  per  1,000  personnel  to  a  high  of  nearly  1,070  per  1,000  personnel  at  Fort  Jackson. 
The  over^  emergency  rate  for  the  five  posts  was  504  per  1000  personnel  per  year  which 
was  not  significantly  different  than  the  overall  emergency  rate  (422.4  per  1,000)  reported  for 
HSC  in  1992  (studentized-t  =  0.477,  p  =  .05).  Also,  even  though  significant  differences 
were  detected  in  mean  soldier’s  time  and  mean  dentist’s  time  among  the  various  installations, 
no  significant  differences  for  these  two  time  fzu^tors  were  noted  when  the  analyses  controlled 
for  rank  and  diagnostic  group.  These  facts  are  presented  to  demonstrate  that,  while  the 
sample  used  for  this  study  may  not  be  representative  of  all  personnel  served  by  HSC  dental 
facilities,  these  five  installations  are  sufficently  diverse  to  present  a  representative  view  of  a 
dental  emergency  episode  within  HSC. 

Characteristics  of  dental  emergency  patients 

Identifying  individuals  who  will  experience  a  dental  emergency  is  intuitively  attractive  in 
that  it  can  lead  to  better  planning  of  appropriate  actions  for  disease  management  and  resource 
allocation.  The  sex,  age,  race,  and  rank  structure  of  the  emergency  patients  who  participated 
in  this  survey  (Table  1)  are  nearly  identical  to  the  profiles  of  dental  emergency  patients 
reported  in  every  military  study  on  dental  emergencies  since  1979  (Payne  and  Posey,  1981; 
King,  Parker,  and  Brunner,  1982;  King  and  Brunner,  1984).  In  other  words,  these 
sociodemographic  variables  are  not  so  much  profile  indicators  of  dental  emergency  patients, 
as  they  are  a  reflection  of  the  imposition  of  the  army. 

More  interesting  than  the  sociodemographical  description  of  the  emergency  patients  are 
the  dental  administrative  characteristics  seen  in  Tables  1  and  3.  Given  the  mechanisms  the 
Army  Dental  Ca^^  System  has  in  place,  nsunely  the  utilization  of  an  annual  examination  and 
the  dental  fitness  cla;^ification  system  (Army  Regulation  40-182)  to  administratively  monitor 
the  oral  health  status  of  individuals  and  active  duly  units,  it  is  surprising  that  over  66%  of 
the  emergency  patients  in  this  study  had  an  jumual  exam,  that  over  64%  were  in  either  class 
1  or  2,  that  nearly  49%  of  the  problems  had  not  been  previously  chaital,  and  that  27%  of 
the  emergency  problems  had  been  previously  charted  but  not  as  a  class  3  problem.  In 
defense  of  the  fitness  classification  system,  it  must  be  pointed  out  that  98%  of  the  166 
emergency  patients  who  were  in  dental  class  3  sought  emergency  dental  care  for  the 
toothyarea  that  had  been  charted  as  a  class  3.  It  would  appear  from  the  results  of  this  study, 
that  while  the  utilization  of  an  annual  examination  and  the  dental  fitness  classification  system 
are  sound  in  theory,  their  overall  effectiveness  as  monitors  of  oral  health  status  are 
questionable.  Perhaps  this  is  more  a  reflection  of  the  subjeefive  nature  of  the  fitness 
classification  system  and  of  the  individual  dental  activities  policies  directed  towards 
minimizing  the  number  of  n^rted  class  3s  in  their  system.  Whatever  tlie  explanation. 
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further  research  efforts  should  be  directed  at  reviewing  the  usefulness  and  the  implementation 
of  the  dental  fitness  classification  system. 

Conditions  associated  with  dental  emergencies 

A  recent  national  survey  rqMrted  that  while  the  incidence  of  dental  pathology  among  the 
general  population  appears  to  be  declining,  dental  diseases  among  adults  remain  highly 
prevalent  ^rown,  Brunelle,  and  Carlos,  1987).  While  the  incidence  of  dental  disease  may 
be  changing,  the  conditions  associated  with  sacking  dental  emergency  care,  at  least  for  the 
military  population,  have  remained  fairly  constant.  In  an  evaluation  of  360  dental  emergency 
patients  in  a  prolonged  field  training  exercise,  Payne  and  Posey  (1981)  reported  that  nearly 
39%  of  all  primary  diagnoses  were  related  to  dental  caries,  16%  to  pericoronitis,  10%  to 
endodontic  conditions,  and  4%  to  defective  restorations.  In  an  evaluation  of  182  sick  call 
patients  during  a  training  exercise.  King,  Parker  and  Brunner  (1982)  reported  that  41%  of 
the  primary  diagnoses  were  caries  related,  16%  associated  with  third  molars/pericoronitis, 
and  11%  with  defective  restorations.  Similar  percentages  and  distributions  were  reported  by 
King  and  Brunner  (1984)  in  their  evaluation  of  355  emergency  patients  participating  in  a 
multi-national  field  exercise  in  Europe.  Ihe  results  of  the  present  study  (Table  4)  show  that 
while  the  percentage  of  primary  diagnoses  related  to  caries  is  lower  th^  what  has  been 
previously  reported  (21.3%),  the  percentages  of  defective  restorations  (13.2%), 

3rd  mola^pericoronitis  (17%),  and  endodontic  conditions  (8%)  are  comparable  to  the  results 
of  the  studies  cited  above. 

The  results  of  this  study  provide  further  evidence  that  most  of  the  conditions  associated 
with  dental  emergencies  are  theoretically  preventable  with  periodic  examinations  and 
subsequent  early  treatment.  More  attention  should  be  given  to  the  development  of  dental 
policies  directed  towards  early  screening  and  treatment  of  those  identified  conditions  before 
they  become  dental  emergencies. 

Tim^Lmnact  of  a  dental  emersLenev 

Describing  the  time  involved  in  the  diagnosis  and  treatment  of  a  dental  emeigency  has 
allowed  for  one  aspect  of  their  impact  on  the  soldier  and  the  dental  care  sysiem  to  be 
evaluated.  Overall,  a  mean  of  1.62  hours  of  soldier’s  time  and  a  mean  of  0.84  hours  of 
dentist  time  for  each  dental  emergency  may  be  of  little  consequence.  However,  264 
tljousand  hours  of  soldier’s  time  and  137  thousand  hours  of  dentist  time  lost  annually  to  the 
diagnosis  and  treatment  of  dental  emergencies  in  HSC  may  be  a  significant  problem  in  terms 
of  lost  productivity  and  staffing.  These  figures  underestimate  the  true  costs  in  time 
associated  with  dental  emergencies  as  they  do  not  consider  other  dimensions  associated  with 
dental  related  non-effectiveness  in  the  workplace  nor  do  they  consider  the  lime  involved  in 
follow-up  appointments.  The  1.62  hours  per  soldier  per  year  involved  in  a  dental  entergcncy 
q}isode  are  comparable  to  the  1.43  hours  of  time  lost  to  dental  problems  annually  among 
U.S.  cmploy&l  individuals  reported  recently  by  Gift,  Reisinc  and  Larach  (1992). 
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The  results  of  the  multivariate  analyses  (Tables  17  and  18)  for  total  soldier’s  time  and 
total  dentist’s  time  involved  in  a  dental  emergency  episode  deserve  further  discussion. 
Although  both  models  explained  only  a  small  amount  of  the  variation  seen  in  total  time,  the 
significant  factors  associated  with  these  variations  can  perhaps  provide  direction  for  policy 
development  geared  at  reducing  the  time  impact  of  a  dental  emergency.  The  model  for  total 
soldier’s  time  (Table  17)  shows  that  significant  reductions  in  soldier’s  time  could  be  realized 
if:  (1)  Greater  attention  was  paid  to  the  diagnosis  and  treatment  of  conditions  leading  to  an 
irreversible  pulpitis;  (2)  New  methods  of  ensuring  compliance  with  an  annual  examination 
were  developed;  and  (3)  Dental  problems  that  have  been  charted  as  class  3  conditions  were 
treated  in  a  timely  fashion.  ToM  dentist’s  time  involved  in  treating  dental  emergencies 
(Table  18)  would  also  be  significantly  reduced  by  addressing  conditions  leading  to 
irreversible  pulpitis  and  tliose  problems  previously  charted  as  class  3. 

This  study  has  shown  that  the  time  impact  of  a  dental  emergency  and  its  policy 
implications  deserve  consideration  by  the  Army  Dental  Corps  leaderdiip.  Means  must  be 
found  to  demonstrate  tlie  significant  impact  that  a  dental  emergency  has  not  only  on  an 
individual  but  on  the  entire  system  in  terms  that  policy  makers  and  unit  commanders  can 
understand.  Also,  if  dental  emergencies  and  oral  health  status  can  be  presented  in  terms  of 
the  social  and  economic  consequences,  more  effective  arguments  can  be  made  to  secure 
support  and  needed  funds  in  an  integrated  policy  on  the  Army’s  health. 
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APPENDIX  A 

QUESTIONNAIRE  AND  LETTER  OF  INSTRUCTION 
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ACTIVE  DUTY  ARMY 
DENTAL  EMERGENCY  SURVEY 

FRONT  DESK  SECTION 


CASNO 


(1-5) 

Start  form  for; 

-  All  non-appointed  active  duty  personnel  (DO  NOT  include  patients  who 
were  told  to  return  by  a  Dentist  for  procedures  such  as  POT's) . 

Ask  the  SOLDIER  the  following  questions  and  enter  the  response  code  in  the 
appropriate  keypunch  space  at  the  right  of  each  question. 

1.  Do  you  feel  that  you  have  an  emergency  dental  problem  NOW? 

1  =  YES  _ 

2  =  NO  (Complete  questions  2  through  7  and  GO  NO  FURTHER)  (6) 

3  =  DO  NOT  KNOW 

2.  Why  did  you  come  to  the  clinic  TODAY?; 

1  =  Told  by  the  UNIT  to  have  a  dental  EXAMINATION 

2  “  Told  by  the  UNIT  to  get  a  dental  TREATMENT 

3  =  Told  by  the  UNIT  to  get  a  dental  X-RAY 

4  =  WANTS  to  START  receiving  dental  care  _ 

5  =  MISSED  an  appointment  and  WANTS  to  get  back  into  the  system  (7) 

6  =  WAS  SEEN  by  a  dentist  recently  and  TOLD  TO  COME  BACK 

7  ==  OTHER  (Enter  below  the  REASON  FOR  SOLDIER  COMING  HERE  TODAY) 


3.  CURREfiT  UNIT: 


(e.g.,  A  Co  1/66  Am  2AD) 


UNIT  IDENTIFICATION 

CODE:  (UIC)  W  _ 

*“(8-12) 


4.  Soldier LAST  4  of  Social  Security  number: 

5.  When  did  soldier  arrive  at  the  clinic? 

TIME 


(13-16) 


DAY  MONTH 


(e.g.,  0735  03  09) 

(17-24) 
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6.  Location  of  soldier's  record: 

1  >■  At  this  clinic 

2  At  another  clinic  on  this  post 

3  *  At  soldier's  unit  on  this  post 

4  *  Soldier  brought  it  with  him  today 

5  ■  Soldier  has  it  but  did  not  bring  it  today  _ 

6  *  Located  at  another  post  (Soldier  is  TOY)  (25) 

7  -  Never  created  (e.g..  Soldier  in  Basic  Tng) 

8  »  Other  (Specify  _ _ 

7.  From  this  patient's  record,  has  this  patient  had  a  broken 

appointment  within  the  past  12  months?  _ 

1  »  YES  2  -  NO  (26) 

IF  YES,  enter  the  number  of  broken  appointments.  _ 

_  (27) 


SOLDIER’S  SECTION 

CIRCLE  YOUR  ANSWER  OR  FILL  IN  THE  BLANKS  FOR  QUESTIONS  8  THRU  35. 
8.  Gender:  1  «  Male  2  =  Female 


(28) 


9.  Age  on  your  last  birthday: 


10.  Ethnic  group; 
(Optional) 


1  =  Black 

2  °  White 


3  =  Asian 

4  =  Hispanic 


11.  Highest  Education  Level: 


(29,30) 
5  Other 

{31) 


1  »  NO  High  School 

2  •=  SOME  High  School 

3  ==  G£D 


4  ==  High  School  GRADUATE 

5  »  SOME  COLLEGE (Less  than  4  years) 


12.  Rank; 


6 

«  COLLEGE  GRADUATE (4 

years  or  more) 

(32) 

01 

=  PVT 

02 

PV2 

03  *  PFC 

04  «  SPC/CPL 

05  -  SGT 

06 

»  SSG 

07 

SPC 

08  *  HSG/ISG 

09  -  SGM/CSM 

10 

«  WOl 

11 

- 

CW2 

12  •=  CW3 

13  -  CW4 

14  -  HWO 

15- 

'  2LT 

16 

- 

ILT 

17  «  CPT 

16  -  HAJ 

19  -  LTC 

20- 

>  COL 

21 

BG 

22  -  MG 

23  -  LTG 

(T3) 

13.  KOS  (Enter  your  PRIMARY  KOS) :  (Example:  Infantryman  -  1  I  B  )  _ 

(34-36) 

14.  What  is  YOUR  CURRENT  DUTY  POSITION? 
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1  =  MEMBER  OF  A  FIELD  UNIT  (Deployable  or  TOE  unit) 

2  =  INSTRUCTOR 

3  *  STUDENT 

4  =  OTHER  MEMBER  OF  A  GARRISON  UNIT  (e.g.,  Adminis 'vrative 

position  in  a  non-deployable  or  TDA  unit) 

5  =  I  AM  CURRENTLY  IN  TRANSIT  BETWEEN  UNITS 

6  =  Drill  Sargent 

7  =  OTHER  (Enter  your  current  duty  status  below)  _ 

■  _ _ _  (37) 


15.  Enter  your  NUMBER  OF  YEARS  OF  ACTIVE  SERVICE  (To  nearest  year),' 

Example;  6  months  or  less,  enter  00.  _ 

5  years  and  4  months,  enter  05.  _ 

10  years  and  7  months,  enter  11,  (38,39) 

16.  Time  you  left  place  of  duty/home  TIME 

for  THIS  CLINIC  VISIT:  _  _ _ 

(e.g.,  0735)  (40-43) 


17.  What  is  YOUR  UNIT  DOING  RIGHT  NOW?  (If  you  were  not  here,  what 
would  you  be  doing  now?) 


1  =  FIELD  training  (Including  outdoor  classes) 

2  -  GARRISON  training  (Including  indoor  classes) 

3  =  MISS ION/ NORMAL  DUTY  (Supporting  other  military  organizations 

or  other  members  of  your  organization) 

4  3=  OFF  (e.g.,  Trailing  holiday.  Stand  down,  or  Personal  time) 

5  ==  Unit  is  deploying  _ 

6  =  OTHER  (Enter  your  UNIT'S  current  ACTIVITY)  (44) 


18.  Are  you  experiencing  dental  pain  RIGHT  NOW? 

1  =  YE?  2  =  NO  3  =  NOT  SURE  (45) 

19.  IF  your  current  dental  problem  is  causing  you  pain  RIGHT  NOW, 
place  a  vertical  mark  on  the  line  below  that  represents  your  pain. 


t 

I 


NO  PAIN 


I 

WORST 

PAIN 

IMAGINABLE 


20.  In  your  opinion,  could  the  condition  that  brought  you  here  today 


have  been  treated  as  a  routine  appointment  instead  of  as  an  emergency? 

1  =  YES  2  NO  3  =  1  DON'T  KNOW  _ 

(46) 

21.  IF  your  current  dental  problem  is  causing  you  pain  RIGHT  NOW,  circle 
the  word/number  that  best  describes  your  pain. 

0  1  2  3  4  5 

NO  PAIN  MILD  DISCOMFORTING  DISTRESSING  HORRIBLE  EXCRUCIATING 


(47) 

22.  Has  this  DENTAL  PROBLEM  INTERFERED  with  your  military  job?  If  YES, 
please  der-cribe  briefly. 

1  =  DOES  NOT  INTERFERE  WITH  JOB  _ 

(48) 

2  =  YES,  IT  INTERFERES  WITH  MY  JOB 


23.  When  did  THIS  DENTAL  PROBLEM  first  bother  you? 


1  =  First  time  today  5  =  More  than  a  month  TO  6  months  ago 

2  =  Yesterday  6  =  More  than  6  months  TO  a  year  ago 

3=2  days  TO  a  week  ago  7  =  More  than  a  year  ago 

4  =  More  than  a  week  TO  a  month  ago  _ 

(49) 

24.  THIS  DENTAL  PROBLEM  has  been: 

1  =  Getting  better  2  =  Staying  the  same  3  =  Getting  worse  (^ 


25.  Why  did  you  pick  THIS  TIME  to  come  to  this  clinic? 

1  =  My  DENTAL  PROBLEM  got  so  bad  I  could  no  longer  stand  it.  (51) 
2=1  noticed  that  something  was  WRONG  and  I  wanted  to  get  it. 
taken  care  of  before  it  got  any  worse. 

3  =  Instructed  to  come  here  BY  THE  DENTAL  PERSONNEL. 

4  =  Instructed  to  come  here  BY  MY  UNIT, 

5  =  This  is  the  BEST  TIME  FOR  ME. 

6  =  This  is  the  BEST  TIME  FOR  MY  WORK  SCHEDULE. 

7  =  OTHER  (Enter  REASON  for  coming  here  AT  THIS  TIME) . 


26.  Besides  your  CURRENT  DENTAL  PROBLEM,  do  you  believe  that  you  are  in 
GOOD  DENTAL  HEALTH? 

1  =  YES  2  »  NO  3  =  NOT  SURE  _ 

(52) 
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.  From  the  list  below,  choose  the  vord(s}  that  best  describe  your  pain 
and  with  a  check  mark,  rate  the  level  of  intensity  when  your  pain  is 
at  its  WORST. 


MQJPmTE 

g.EVEK£ 

THROBBING 

0)  — 

1)_ 

2) _ 

3) _ 

_(53) 

SHOOTING 

0)  — 

1)_ 

2) _ 

3) _ 

_(54) 

STABBING 

0)_ 

1)_ 

2) _ 

3) _ 

_(55) 

SHARP 

0)_ 

1)_ 

2) _ 

3)_ 

_(56) 

CRAMPING 

0)_ 

1)_ 

2) _ 

3) _ 

_(57) 

GNAWING 

0)_ 

1)_ 

2) _ 

3) _ 

_(58) 

HOT-BURNING 

0)  — 

1)_ 

2) _ 

3) _ 

_(59) 

ACHING 

0)_ 

!)_ 

2) _ 

3) _ 

_(60) 

HEAVY 

0)  — 

1)_ 

2) _ 

3) _ 

TENDER 

0)_ 

1)_ 

2) _ 

3) _ 

_(62) 

SPLITTING 

0)_ 

1)_ 

2) _ 

3) _ 

_  (63) 

TIRING-EXHAUSTING 

0)  — 

1)_ 

2) _ 

3) _ 

_(64) 

SICKENING 

1)_ 

2) _ 

3) _ 

_(65) 

FEARFUL 

0)  — 

1)^ 

2) _ 

3) _ 

_(66) 

PUNISHING-CRUEL 

0)-_ 

1)_ 

2) _ 

3) _ 

_(67) 
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28.  Have  you  ever  had  an  ANNUAL  EXAMINATION  in  a  Military  Dental  Clinic? 

1  *  YES  2  =  NO  3  =  NOT  SURE  _ 

(68) 

If  YES,  what  did  the  MILITARY  DENTAL  CLINIC  STAFF  tell  you  at 
the  end  of  the  examination? 

♦ 

1  «  NO  DENTAL  TREATMENT  needed 

2  »  ROUTINE  DENTAL  TREATMENT  needed  (i.e.,  cleanings,  fillings, dentures) 

3  *  Need  DENTAL  TREATMENT  TO  AVOID  A  DENTAL  EMERGENCY  _ 

4  =  Need  an  additional  DENTAL  EXAMINATION  (69) 

5  =  Need  PANOGRAPHIC  X-RAY 

6  »  NOT  TOLD  ANYTHING  ABOUT  WHAT  DENTAL  CARE  I  NEED 

7  =  DO  NOT  REMEMBER 

8  =»  OTHER  (Enter  WHAT  YOU  WERE  TOLD) _ 

29.  When  your  CURRENT  DENTAL  PROBLEM  was  at  its  WORST,  indicate  the  level 
of  pain  you  experienced. 

0  1  2  3  4  5 

NO  PAIN  MILD  DISCOMFORTING  DISTRESSING  HORRIBLE  EXCRUCIATING 

(7^ 

30.  Mark  any  of  the  following  self -treatments  that  you  have  used  to  help 
reduce  the  pain  of  your  current  dental  condition.  If  none,  leave 
blank. 

IF  YES,  DID  IT 
HELP? 


(71,72) 

(73,74) 

(75,76) 

(77,78) 

(79,80) 

(81,82) 

(83,84) 

(85,86) 


•87,86) 


YES  NO  YES  m 
(1)  (2)  (3)  (4) 

Over-the-counter  Pain  Medication  _  _  _  _ 

A  gal  or  cream  applied  to  painful  area  _  _  _  _ 

Over-the-counter  Sleeping  Medication  _  _  _  _ 

Medication  prescribed  for  Another  Problem  _  _  _ 

Alcoholic  Beverage  _  _  _  _ 

Ice  Packs/  Heat  Packs  _  _  _  _ 

Mouth  Rinses  (i.e.  salt  water,  etc.)  _  _  _  _ 

Relaxation  Techniques  _  _  _  _ 

Other  _ 
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31.  When  yovu:  CUKRENT  DENTAL  PROBLEM  was  at  its  WORST,  place  a  vertical 
mark  on  the  line  below  that  represents  the  pain  you  felt. 


NO  PAIN  WORST 

PAIN 

IMAGINABLE 

32.  How  would  you  describe  your  unites  support  of  your  dental  health 
needs? 

1  2  3  4  5 

Time  off  Time  off  if  Time  off  if  Time  off  as  No  Time 

without  mission  convenient  a  last  resort  off 

question  permits  to  the  unit  _ 

(89) 

33.  Almost  all  people  have  some  degree  of  stress  in  their  lives,  but  some 
have  a  great  deal  of  stress. 

How  often  do  YOU  feel  great  stress? 

1  *=  almost  every  day  4  =  less  often  than  once  a  week 

2  ®  several  days  a  week  5  =  never 

3  •=  once  or  twice  a  week  _ 

(90) 

34.  If  your  CURRENT  DENTAL  PROBLEM  has  been  bothering  you  for  longer  than 
one  week,  why  did  you  wait  until  now  to  come  to  the  clinic? 

1=1  was  on  leave/TDY 

2  =  Could  not  get  an  appointment 

3  =  Unit  would  not  let  me  come  until  now 

4  =■  I  am  afraid  to  see  a  dentist 

5  =  The  problem  has  gotten  worse 

6  “  My  unit  was  in  the  field  _ 


7  »  other _  (91) 

35.  Have  you  experienced  any  of  the  following  due  to  your  CURRENT  DENTAL 
PROBLEM? 

XESEi  ILQ-2 

Sleep  loss  (92) 

Decreased  jaw  or  facial  movement  _  _  _ (93) 

Poorer  job  performance  (94) 

Loss  of  appetite  (95) 

Diminished  interest  in  social/recreational 

activities  (96) 
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STOP.  MIOCS  Ido  FURTHER  MARKS  OH  THIS  FORM.  6XPS  THE  FORM  TO  THE  ZMDZ^OUAL 
WHO  ESCORTS  YOU  TO  TEE  DEHTAL  CHAIR. 


DENTAL  ASSISTANT  SECTION 


36.  TIME  patient  was  seated  in  operatory  (e.g.,  0745):  _ _ 

(97-101) 

CHECK  ENTRIES  MADE  BY  _THB  iiOLDIER_  ANP__ENTER_  CODES  IN  APPROPRIATE  SPACES... 


37.  Is  soldier's  permanent  dental  record  available? 

(Do  not  count  temporary  record  or  one  generated  for  this  visit.) 

1  ■  YES 

2  a  NO  (Go  to  #  43.  AFTER  soldier  has  been  examined  by  dentist)  _ 

(102) 

TEE  FOLLOWINQ  QUESTIONS  ARE  TO  BE  ANSWERED  FROM  THE  SOLDIER'S  DENTAL  RECORD 
AS  IT  EXISTED  BEFORE  TODAYS  VISIT  AMD  BEFORE  E»U(INIHO  THE  PATIENT  TODAY. 

38.  What  is  the  soldier's  DENTAL  CLASS  as  listed  in  the  record? 


1  -  CLASS  1 

2  -  CLASS  2 

3  -  CLASS  3  (If  CLASS-3  Go  to  “A.**  below)  _ 

4  -  CLASS  4  (If  CLASS-4  Go  to  «B.“  below)  (103) 

5  «  Soldier's  DENTAL  CLASSIFICATION  is  NOT  listed  in  record 

6  a  CAN  NOT  BE  DETERMINED  (e.g.,  conflicting  information  in  record) 


A. 


B.l. 


If  designated  CLASS  3  by  Uie  record,  is  the  reason  stated  in 
record? 


1  «  YES  2  -  NO 

If  designated  CLASS  4,  what  is  the  REASON? 


(104) 


1  -  Soldier  NEEDS  DENTAL  EXAMINATION  _ 

2  -  Panographic  X-RAY  NOT  VERIFIED  as  on  hand  at  CPSF  (105) 

3  -  UNKNOWN 


B.2.  What  was  soldier's  last  dental  classification  BEFORE  becoming 
CLASS  4? 


1  »  CLASS  1 

2  *  CLASS  2 

3  -  CLASS  3 

4  -  Soldier  ALWAYS 

5  =  UHK!40WN 


CATEGORIZED  CLASS  4. 


(106) 
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39.  Did  patient  have  an  annual  exam  In  past  year?  1  «  YES  _ 

2  »  NO  (107) 


40.  When  was  soldier's  LAST  VISIT?  DAY  MONTH  YEAR 


(108-113) 

41.  What  was  tlie  PURPOSE  of  the  soldier's  LAST  VISITS 

1.  ROUTINE  CARE 

2.  EMERGENCY  CARE  _ 

3.  EXAMINATION  (1141 

4.  OTHER  (Specify)  _ _ 


42.  Has  the  soldier  EVER  RECEIVED  ROUTINE  CARE?  1  -  YES  _ 

2  »  NO  (115) 


43.  Has  the  soldier  HAD  A  PREVIOUS  DENTAL  EMERGENCY?  1  «  YES 

2  «  NO  _ 

(116) 

If  YES/  how  many  in  the  past  12  months?  ___ 

(117) 


44.  PROVIDER  ID  of  DENTIST  SEEING  PATIENT  TODAY:  _ _ _ 

(118-121) 


DENTIST ' 8  SECTION 


AFTER  COMPLETING  THE  EXAMINATION  AND  TREATMENT  COMPLETE  THE  POLLOfTINO. 

45.  Which  TOOTH/ AREA  is  the  CHIEF  COMPLAINT?  Give  the  number  of  the 
tooth/  01-32/  most  directly  associated  with  the  chief  complaint;  or 
99,  if  not  directly  associated  with  teeth  (e.g./  TMJ  or  facial 
laceration) . 


(122,123) 

46.  Was  this  TOOTH/ AREA  CHARTED  PREVIOUSLY? 

1  »  YES,  as  CLASS  3  _ 

2  «  YES,  but  not  as  CLASS  3  (124) 

3  -  NO 

4  ->  UNKNOWN 
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47.  Was  patient  seen  for  this  tooth/area  on  emergency  before? 
1  »  YES  2  «  NO 


(125) 


48.  Based  on  the  record,  how  many  other  Class  3  teeth  are  currently 
charted? 

(12?) 

49.  In  your  opinion,  could  the  patient's  CUBRENT  DENTAL  PROBLEM  have  been 
treated  on  a  routine  appointment  instead  of  as  an  emergency? 


YES 


NO 


(127) 


50.  How  many  other  emergency  visits  (other  than  POT)  has  patient  had  in 
past  12  months? 

(liT) 

51.  In  your  opinion,  is  the  patient  CURRENTLY  SUFFERING  A  DENTAL  EMERGENCY 

(  pain,  swelling,  bleeding,  or  trauma)? 


YES 


NO 


(129) 


52.  From  your  clinical  EXAMINATION,  indicate  the  word  that  YOU  THINK  best 
describes  tlie  LEVEL  OF  PAIN  the  patient  is  suffering. 


12  3  4 

NO  PAIN  MILD  PAIN  MODERATE  PAIN  SEVERE  PAIN  _ 

(130) 

53.  In  your  clinical  judgement,  might  this  CURRENT  DENTAL  CONDITION 
interfere  with  this  soldier's  ability  to  perform  military  duties? 

1  =  YES  _ 

2  =  NO  (131) 

54.  In  your  opinion,  after  the  clinical  examination,  might  the  patient  be 

using  this  clinic  visit  to  avoid  his/her  military  duties? 

1  =  YES  2  =  NO  3  =  UNCERTAIN  _  (132) 


55.  Using  CONDITION-LIST  CODES  01  to  15,  enter  the  code  which  best 
describes  the  CURRENT  CONDITION,  or  use  "99»  for  OTHER  (e.g.. 
Sinusitis) . 

(133,T34T 
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56.  DISPOSITION  Of  the  patient? 

1  «  NO  TREATMENT  PROVIDED 

2  -  TEMPORARY  TREATMENT  PROVIDED 

3  »  PERMANENT  TREATMENT  PROVIDED 

4  »  LIGHT  DUTY/QUARTERS  -  Enter  length  of  time  below  (e.g. ,  24  hours) 

5  »  REFER  TO  SOMEONE  ELSE  •  Enter  where  referred  below  (e.g.,  Refer 

to  Endo) 

6  »  OTHER  >  Enter  disposition  below  (e.g.^  Admit  to  hospital) 


57.  Did  you  write  a  PRESCRIPTION  for  the  patient? 

1  »  NO  4  «  YES,  Antibiotic 

2  »  YES,  Non-narcotic  Analgesic  5  »  YES,  Muscle  Relaxant 

3  =  YES,  Narcotic  Analgesic  6  »  YES,  Other (Specify: 


(135) 

(1367 


58.  Is  patient  required  to  RETURN  FOR  FOLLOW-UP?  (e.g..  Suture  removal) 


1  »  YES  2  -  NO 


(137) 


59.  List  treatment  provided:  (Enter  ALL  Dental  Workload  Reporting  System 
(DWRS)  codes  used  FOR  THIS  PATIENT,  FOR  THIS  VISIT  From  DA  Pamphlet 
40-16.) 

CODE 


1 

2 

3 

4 

5 

6 

7 

8 
9 

10 


(138-143) 

(144-149) 

(150-155) 

(156-161) 

(162-167) 

(168-173) 

(174-179) 

(180-185) 

(186-191) 

(192-197) 


59.  TIME  when  patient  left  the  operatory  (e.g.,  0845): 


(198-201) 
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G0NDXTI0N8-LIST  CODES 


01  Carles,  mlld/iaoderate  -  no  irreversible  pulpal  involvement. 

02  Caries,  advanced  -  probable  pulpal  involvement  from  carles. 

03  Defective  restoration  -  deteriorated  restorations  or  prostheses  that 
cannot  be  maintained  for  12  months,  or  result  in  definitive  symptoms. 

04  Tooth  fractures/evulsions  -  resulting  from  trauma,  with  or  without 
pulpal  involvement. 

05  Acute/chronic  gingivitis  -  acute/chronic  inflamation  with  or  without 
lose  of  periodontal  attachment  and  pocket  depth  less  than  5mm. 

06  Active  periodontitis  -  acute  to  severe  which  may  include  pocket  depth 
of  5mm  or  more,  tooth  mobility,  furcation  Involvement,  and  severe 
recesssion. 

07  Peridontal  abscess  -  localized,  acute,  painful,  infection  of 
periodontium. 

08  Pericoronitis  >  acute,  inflammation  of  tissue  surrounding  a  tooth, 
usually  3rd  molars. 

09  Esthetic  emergency  -  teeth  requiring  immediate  prosthodontic  treatment 
for  adequate  mastication,  communication,  or  acceptable  esthetics. 

10  Unerupted  teeth  -  unerrupted,  partially  erupted,  or  malposed  teeth 
with  historical,  clinical,  or  radiographic  signs  or  symptoms  of 
pathos is  that  are  recommended  for  removal. 

11  Oral  lesions/traumatic  or  inflammatory  -  initial  or  recurring  lesions; 

ANUG;  apthous  ulcers;  herpetic  lesions;  traumatic  lesions; 

chemical  or  thermal  burns;  lacerations;  hematomas  or  abrasions;  oral 
malignancies. 

12  Temporomandibular  joint  disorders  -  myofascial  pain  dysfunction; 
dislocation,  subluxation  or  other  associated  conditions. 

13  Post-op/ surg.  complication  -  post "operative  or  post-surgical 
complications  including  extraction  site  infection;  hemorrhage  control; 
dressing  changes;  suture  procedures ;  medication  application;  follow-up 
care. 

14  Endodontic  Condition  -  root  canal  therapy  which  represents  treatment 
for  the  completion  of  endodontic  therapy. 

15  Other  -  any  condition  not  covered  by  the  above  list. 


28 


DEPARTMENT  OF  THE  ARMY 

U.S.  ARMY  HEALTH  CARE  STUDIES  AND  CLINICAL  INVESTIGATION  ACTIVITY 
FORT  SAM  HOUSTON.  TEXAS  7S23«-a060 


1  September  1992 


MEMORANDUM  FOR  Commander,  USA  Dental  Activity 

SUBJECT:  Active  Duty  Dental  Emergency  Survey  Letter  of  Instruction 


1.  RECOMMENDATIONS  TO  COMMANDERS 

a.  Select  clinics  that  are  used  primarily  by  active  duty 
soldiers. 

b.  Appoint  a  project  officer  to  supervise  the  administration 
of  the  survey. 

c.  Brief  project  officer  on  the  purpose  and  importance  of 
this  survey. 

2.  DOTIES  OP  THE  PROJECT  OFFICER 

a.  Ensure  that  the  questionnaires  are  distributed  to  selected 
clinics. 


b.  Brief  dental  personnel  involved  with  the  survey  about  the 
purpose  of  the  study  and  the  importance  of  accurate  and  complete 
data  collection. 

c.  Ensure  that  the  questionnaires  are  collected  and  check  for 
completeness. 

d.  Return  questionnaires  by  certified  mail  is  one  mailing  no 
later  than  30  November  1992  to: 

Commander,  HCSCIA 

ATTN:  HSHN-D  (LTC  Aiastutz) 

Bldg  2268 

Fort  Sam  Houston,  TX  78234-6060 

3.  HOW  TO  ADMINISTER  THE  SURVEY 

You  have  been  sent  200  questionnaires  that  will  collect 
information  from  four  groups:  front  desk  personnel,  patients, 

dental  assistants,  and  the  treating  dentists.  The  following 
guidelines  are  given  for  administering  the  questionnaire: 

a.  If  possible,  appoint  one  person  per  clinic  to  actually 
administer  the  questionnaire.  This  will  avoid  front  desk  confusion 
and  congestion. 
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HSHN-D  (5-5) 

SUBJECT;  Letter  of  Instruction  (Cont) 


b.  Prior  to  initiating  the  study,  the  project  officer  should 
meet  with  all  involved  clinic  personnel  to  explain  the  purpose  and 
the  administration  of  the  survey. 

c.  Administering  only  a  few  surveys  over  several  days  will 
help  to  avoid  participant  "burn-out". 

d.  Every  attempt  should  be  made  to  include  after  duty  hours 
emergencies  that  involve  active  duty  soldiers.  CQs  should  be 
briefed  and  instructed  on  the  administering  of  the  survey. 

e.  This  survey  may  be  duplicated  or  reproduced  if  necessary. 

4.  If  you  have  any  questions  about  the  survey,  please  contact  LTC 
Amstutz  at  DSN  471-1541  or  Commercial  512-221-1541. 
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APPENDIX  B 
TASKING  LETTER 


HSDS  (5-5) 


1  Septex&ber  1992 


MEMOKANDUM  FOR 

Dental  Activity  Comnanders 
Survey  Participants 

SUBJECT;  Active  Duty  Army  Dental  Emergency  Survey 


1.  The  US  Army  Health  Care  Studies  and  Clinical  Investigation 
Activity,  Dental  Studies  Division,  Fort  Sam  Houston,  Texas,  is 
conducting  a  survey  of  peacetime  dental  emergencies  among  active 
duty  soldiers  within  the  Army  Dental  Care  System  under  the  AHEDD 
Studies  Program. 

2.  The  objectives  of  the  study  are: 

a.  to  estimate  the  prevalence  of  dental  emergencies  among 
soldiers  treated  by  the  U.S.  Army  Dental  Care  System. 

b.  to  document  the  conditions  causing  dental  emergencies. 

c.  to  report  the  disposition  (treatment)  of  soldiers  with 
dental  emergencies. 

d.  to  estimate  the  costs  to  the  soldier ^s  unit  and  to  the 
Army  Dental  Care  System  associated  with  the  diagnosis,  treatment, 
and  dispostion  of  a  soldier  with  a  dental  emergency. 

3.  Two  hundred  survey  forms  uill  be  mailed  to  your  DENTAC. 

4.  Request  you; 

a.  Appoint  a  POC/project  officer  to  assist  the  primary 
researcher,  LTC  Richard  Amstutz,  DSN  471-1541,  HCSCIA,  Ft.  Sam 
Houston,  Tx.  Furnish  the  POC  name  to  HCSCIA  vial  E-mail 
(sciadgftsnhstn-hsc-army.mil)  or  FAX  512-554-4745,  NLT  30  October 
1992.  This  person  will  be  responsible  for  distributing  and 
collecting  survey  forms,  briefing  survey  participants,  and 
coordinating  requirements  with  the  primary  researcher. 
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PATRICK  D.  SCULLEV 
Colonel ,  DC 

Director  of  Dental  Services 


TABLCl 

DESCRIPTIVE  STATISTICS  OF  EMERGENCY  PATIENTS 
(N=80S) 


PARAMETER  IREQIIENCY'  URGENT^ 


SEX 


•  Male 

644 

80.0 

-  Femate 

155 

19J 

AGE 

-17  to  24 

474 

58.9 

-25to30 

141 

17.5 

-31  to  35 

$2 

11.4 

-  36  to  40 

61 

7.6 

-  >  40 

37 

4.6 

RACE 

•  Black 

252 

3U 

-  White 

454 

56.4 

-  Hispanic 

56 

7.0 

•  Asian 

12 

1.5 

-  Other 

7 

0.9 

YEARS  OF  ACTIVE  SERVICE 
*  0  to  1  Years 

245 

30.4 

-  1  to  3  Years 

193 

24.0 

-  3  to  10  Y«rs 

191 

23.7 

-  10  to  15  Years 

90 

11.2 

-  15  to  20  Years 

77 

9.6 

-  20  to  30  Years 

9 

1.1 

RANK 

-El  toE4 

534 

66J 

-E5  toE9 

223 

27.7 

-  WOl  to  08 

48 

6.0 

PERCEIVED  ORAL  DEALTD  STATUS 

Good  to  Ei;cell^ 

477 

77.1 

-  Fair  to  Poor 

142 

22.9 

EDUCATION 

-  Some  High  School 

6 

0.7 

-  GED 

48 

6.0 

-  !iS  Graduate 

364 

452 

-  Some  College 

314 

39.0 

-  College  Graduate 

63 

72 

ANNUAL  EXAM  IN  PAST  12  MtHmiS 
-Yes 

534 

662 

-  No 

271 

33.7 

DENTAL  FITNESS  C3LASSIFiCA110N 
-  Class  1 

74 

92 

-Class  II 

443 

55.0 

-  Class  HI 

166 

20.6 

,  , 

-  Class  IV 

122 

152 

*  KUj  oot  sdd  to  tout  due  to  oonresponse. 

*  Mty  Qot  sdd  to  100%  due  ta  rouodio£. 


TABL£2 


REQUEICr  OF  CURKEOT  DUIY  POSmWi 
(■=76S) 


Dirr/  rosmoN 

FSEQUEFKTir 

Member  «  Field  Uak  (D^j«ble/TOE) 

315 

41J 

lostruetor 

34 

Student 

138 

18.0 

Garrison  Unit  (noo>d<^iojabfe/TDA  unit) 

89 

IIJ 

In  Transit  Between  Units 

U 

1.6 

1  Drill  SargeaEt 

10 

IJ 

i  Other 

167 

21.8 
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TABLES 


DENTAL  ADMINI£nKAn(»i  CHAKACTERISnCS 
BY  PERCENT  WITH  ANNUAL  EZAMiNA11(N4 
(■=805) 


Chancteriitic 

a 

Fmat  idifc 

Aanital  Enm  ia  Past  12 
Mtatta 

AvaihhISty  Deotsil  Record 

Yei 

m 

96J 

No 

79 

3.7 

6SJ9* 

1  Dertal  Ktacai  daiaifirafiM 

OassI 

74 

87.8 

16.87* 

Cbsa  n 

443 

78J 

63.46* 

flow  in 

166 

6S.1 

.28 

Oats  IV 

64 

lOJ 

95.55* 

Carnot  Rroblea  Flrevioaoly  Charted 

Yea.  as  Class  III 

162 

64.8 

21 

Yes,  not  as  Qast  HI 

216 

82.4 

8J6* 

No 

391 

61.4 

17.18* 

Ualokiira 

23 

26.1 

*  Diirueocsi  b  frequency  tested  by  chi-square  (j^  ualysb  comjsarbc  the  frequency  of  those  with  ui  annual 

exam  to  the  frequency  of  those  who  did  not 

*  ladicates  statistically  aianlftcant  difference,  p  <  .005. 
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TAB1£4 

BSEQUENCY  OF  DIAGNOSIS  FOR  EMERGENCY  PATIENTS 

(a=803) 


DIAGNOSIS 

FREQUENCY* 

PERCENT*  1 

Mild/Moderate  Caries 

73 

9.1 

Advanced  Caries 

98 

122 

Defective  R^toration 

106 

132 

Tooth  FVacture/Avulsion 

38 

4.7 

Acute/Chronic  Gingivitis 

33 

4.1 

Active  Periodontitis 

19 

2.4 

Periodontal  Abscess 

19 

2.4 

Pericoronitis 

70 

8.7 

Esthetic  Emergency 

18 

2.2 

Unerupted  Tooth 

66 

8.2 

1  Oral  Lesions 

1  Traumntic/lnnammatory 

13 

1.6 

B  Temporomandibular  Joint 

1  Disorders 

11 

1.4 

1  Post-op/Surgicai 
i  Complication 

41 

5.1 

1  Endodontic  Condition 

64 

8.0 

j  Other  ^ _ _ 

134 

16.6 

*  Mav  not  add  to  total  due  to  lioarcspouse. 


^  Any  condition  not  covered  by  above  list. 
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TABLES 


TOOm  OR  AREA  INVOLVED  AS  DENTAL  EMERGENCY  CHIEF  COMPLAINT 

(a=804) 


TOOm/ AREA 


FREQUENCY 


PERCENT 


SrdMolui 
lad  Molin 
IstMolan 
2nd  Ptonolan 
IstPfecmolan 
Cnning 

lateral  Incisors 
Central  Indsors 


V  > 


3rd  Molars 
2cd  Molars 
1st  Molars 
2nd  Ftremolars 
1st  Premoiars 
Caninw 
Lateral  Incisors 
Central  Incisors 


147 

18J 

78 

9.7 

122 

15.2 

17 

2.1 

6 

0.8 

9 

1.1 

8 

1.0 

13 

1.6 

60 

7.S 

Utis  topi  '  includes  areas  involving  tonporomandibular  Joint  disorders,  orofadal  lacerations 
and  trauma,  and  generalized  oral  tissue  innamation. 
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TABLE  6 


ntEQUENCY  OF  EMERGENCY  DUGNOSIS  BH  AGE  (^OUP 

(a=803) 

AGE  GROUPS  fiii  Tears) 


DUGNOSIS 

17  To  24 
(n-473) 

(%) 

25to30 

(n»141) 

m 

31  to  35 
(n=52) 

(((' 

36  to  40 
(n=69) 

(%) 

>  40 
(n®37) 

(%) 

MUd/Modente  Caries 

47 

19 

6 

1 

0  1 

(64.4) 

(26.0) 

<3.2) 

(1.4) 

(0.0) 

Advaoced  Caries 

66 

14 

9 

6 

3 

1 

(67,4) 

(14.3) 

(9.2) 

(6.1) 

(3.1) 

I  Defective  Restoration 

35 

30 

15 

14 

12 

1 

(33.0) 

(28.3) 

(14.2) 

(13.2) 

(11.3) 

Tooth  Fracture/Avulsion 

22 

4 

6 

2 

4 

(57.9) 

(10.5) 

(15.8) 

(5.3) 

(10.5) 

Acute/Chronic  Oingivitis 

24 

4 

3 

2 

0 

(72.7) 

(12.1) 

(9.1) 

(6.1) 

(0.0) 

Active  Periodontitis 

4 

4 

4 

4 

3  1 

(21.1) 

(21.1) 

(21.1) 

(21.1) 

(15.8) 

Periodontal  Abscess 

4 

2 

6 

3 

4 

(21.1) 

(10.5) 

(31.6) 

(15.8) 

(21.1) 

Pericoronitis 

63 

V 

3 

0 

0 

(90.0) 

(5.7) 

(4.3) 

(0.0) 

(0.0) 

Esthetic  Emergency 

4 

5 

2 

6 

1 

1 

(22.2) 

(27.8) 

(11.1) 

(33.3) 

(5.6) 

1  Unenipted  Tooth 

60 

5 

1 

0 

0 

1 

(90.9) 

(7.6) 

(1.5) 

(0.0) 

(0.0)  1 

1  Oral  Lesions 

9 

3 

1 

0 

0 

1  Tnuunotic/Inilammatory 

(69.2) 

(23.1) 

(7.7) 

(0.0) 

(0.0) 

1  Temporomandibular  Joint 

6 

3 

2 

0 

0 

1  Disorders 

(54.0) 

(27.3) 

(18.2) 

(0.0) 

(0.0) 

1  Post-op/Surgical 

n 

7 

2 

1 

0 

1  Complication 

(/5.6) 

(14.1) 

(4.9) 

(2.4) 

(0.0) 

1  Endodontic  Conditior^ 

23 

13 

17 

9 

2 

1 

(35.9) 

(20.3) 

(26.6) 

(14.1) 

(3.1) 

I  Other* 

75 

24 

15 

12 

8 

1 

(60.0) 

(17.9) 

(11.1) 

(9.0) 

(6.0) 

*  Any  coodiUoQ  not  covered  by  above  list. 
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TABLET 

HIEQUENCY  OF  DIAGNOSIS  AND  FITNESS  CLASSIFICATION 
BY  PAY  GRADE 
(n«803) 


MILITARY  PAY  GRADE 


DUGNOSIS 

ElM 

ES-E9 

WOl-09 

(n=S33) 

(n=222) 

(n=48) 

MOd  Caries 

58  (79.4%) 

14  (19.2%) 

1  ( 1.4%) 

Advanced  Caries 

12(13.5%) 

21  (21.4%) 

5(5.1%) 

Defective  Restoration 

45  (42.4%) 

51  (48.1%) 

10  ( 9.4%) 

Fractured  Tooth/ Avulsion 

24  (63.2%) 

10(26.3%) 

4  (10.5%) 

Gingivitis 

27  (81.8%) 

6  (18.2%) 

0  ( 0.0%) 

Active  Periodontitis 

5(26.3%) 

13  (68.4%) 

1  (5.3%) 

Periodontal  Abscess 

5(26.3%) 

12  (63.2%) 

2  (10.5%) 

Pericoronitis 

62(88.6%) 

6  (  8.6%) 

2  ( 2.9%) 

Esthetic  Emergency 

7(38.9%) 

8  (44.4%) 

3  (16.7%) 

Unerupted  Tooth 

62(93.9%) 

3(4.5%) 

1  ( 1.5%) 

Oral  Lesions 

Traumatic/Inflammatory 

10(76.9%) 

3(23.1%) 

0  ( 0.0%) 

TMJ  Disorders* 

6  (54.5%) 

3  (27.3%) 

2  (18.2%) 

POst-op** 

34  (82.9%) 

6  (14.6%) 

1  ( 2.4%) 

Endodontic  Condition 

33(51.6%) 

27  (42.2%) 

4  ( 6.2%) 

Other* 

83(61.9%) 

39(29.1%) 

12  ( 9.0%) 

Dental  Fitness  Classification  in 

-Yes 

133  (80.1%)'** 

31  (18.7%) 

2(  1.2%) 

TeBiporomaodibular  joint  disorders-myofascial  pain  dysfunction;  dislocation,  subluxation  or  other  associated 
conditions. 

Post-operative/  post-surgical  complications  including  extraction  site  infection;  hemonhage  control;  follow-up  care. 
Any  condition  not  covered  by  above  list. 

Proportion  is  significantly  different  than  Rank  Group  ES  to  E9,  x*  11.13,  p<°. 0001. 

Pn^rtioQ  is  significantly  different  than  Rank  Group  WOl  to  09,  ^  ■>  10.63,  p-.OOOi. 
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TABLES 

IBEQUENCY  OF  DIAGNOCTIC  CODES 
FOR  THOSE  IN  DENTAL  ITTNESS  CLASS  3 


DIAGNOSIS 

FREQUENCY 

FERCENT 

MOd  Caries 

15 

9.0 

Advanced  Caries 

50 

30.1 

Ddiective  Restoration 

13 

7.8 

Fi'actiired  Tooth/Avulsioa 

5 

3.0 

Gingivitis 

3 

1.8 

Active  Periodontitis 

4 

2.4 

Periodontal  Abscess 

0 

0.0 

Pericoronitis 

12 

12 

Esthetic  Emergency 

2 

\2 

Unerupted  Tooth 

9 

5.4 

Oral  I.«sions 
Traumatic/Inflammatory 

2 

1.2 

TMJ  Disorders  * 

0 

0.0 

Post-op** 

1 

A2 

Endodontic  Condition 

22 

13J 

Other' 

22 

13.2 

J 


*  TcmporonundibuUr  joint  duorden-tnyoOtsoiil  pain  dyifunctioo;  dalocatioo,  lubluuUoa  or  other 
conditions. 

^  Post-operative/  post-surgical  complications  including  cstrsctkxi  sits  inCes^ioa;  bcinoniuge  oootrol;  IbUow-up  care. 
°  Any  oonditioo  not  covered  by  above  list. 


TABLE  9 


FREQUENCY  OF  RUGNOSTIC  GROUPS 
(b»797) 


1  DIAGNOSTIC  GROUP 

FREQUENCY 

PERCENT 

1  Rerenlble  Pulpitis* 

175 

22.0 

1  Irrermible 

Pulpldi^ 

149 

18.7 

Ptrkorooliif 

147 

18.4 

PcriodonUl 

Related* 

71 

8.9 

Oro&clal  Trauma* 

62 

7.8 

Post-op* 

41 

5.1 

Other' 

152 

19.1 

*  Mild/modentc  ciries  or  defective  rcstontioo  without  inevembie  pulpal  involymcot. 

*  Advanced  carica  with  probable  pulpal  involvement  or  any  condition  f«)uirin£  root  canal  therapy. 

*  Acute/chronic  gingivitia,  active  periodontitU,  or  periodontal  abaceea. 

*  A  tooth  (racture/avulsioa,  oral  Icatona;  traumatic  or  inflammatory,  or  temporomandibuiar  joint 

disorden. 

*  Any  poat-opcrative  or  post-aurgical  complication  including  extraction  aite  infection,  hemorrhage 

control,  drcasing  changes,  tutuie  pcxKcduru,  medicatioa  application,  or  Ibllow-op  care. 

'  All  other  oonditinni. 
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TABLE  10 


ESEQUENCY  OF  DUGNO^C  GROUP 
BY  AGE  GROUP 
(d=803) 

AGE  GROUPS  fin  Tcars^ 


DUGNOSnC  GROUP 

17  To  24 

25  to  30 

31  to  35 

36  to  40 

>  40 

(n=473) 

<a«141) 

(a«92) 

(0060) 

(n*37) 

(%) 

(%) 

(?fc) 

(%) 

(*) 

Reversible  IHilpitisf 

80 

48 

20 

15 

12 

(45.7) 

(27.4) 

(11.4) 

(8.6) 

(6.9) 

Irreversible  IHilpitis^ 

82 

22 

25 

15 

5 

(55.0) 

(14.8) 

(16.8) 

(10.1) 

(3.4) 

I  FericoroniUs 

126 

15 

6 

0 

0 

(85.7) 

(10.2) 

(4.1) 

(0.0) 

(0.0) 

Periodmttal  Related° 

32 

10 

13 

9 

7 

(45.1) 

(14.1) 

(18.3) 

(12.7) 

(9.9) 

Orofacial  Trauma^ 

37 

10 

9 

2 

4 

(59.7) 

(16.1) 

(14.5) 

(3.2) 

(6.5) 

1  Posi-op* 

31 

7 

2 

1 

0 

(75.6) 

(17.1) 

(4.9) 

(2.4) 

(0.0) 

I  Other^ 

79 

29 

17 

18 

9 

1 _ 

(52.0) 

(19.1) 

(11.2) 

(11.8) 

(5.9) 

*  MUd/owdentt)  caries  or  defective  restoratioo  without  irreversible  pulpal  involvnient. 

^  Advanced  caries  with  probable  pulpal  involvement  or  toy  condition  requiring  root  canal  therapy. 

'  Acute/chixxiic  gingivitis,  active  periodontitis,  or  periodontal  abscess. 

*  A  tooth  fracture/avulsion,  oral  lesions:  treunutic  or  inflanunitory,  or  temporomandibular  joint  disorders. 

*  Any  post-operative  or  post-surgical  complication  including  eatraction  site  infection,  hemorrhage 

control,  dressing  changes,  suture  procedures,  medication  application,  or  follow-up  care. 

'  Ail  other  conditions. 
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TABLE  11 


FSEQUENCY  OF  DUGNOSnC  GROUP 
BY  PAY  GRADE  GROUP 
(d=T97) 


MHUTARY  PAY  GRAPE 


1  DIAGNOCTIC  GROUP 

Ei-E4 

(n=527) 

(%) 

E5-E9 

(033222) 

(%) 

WOl-OSi 

(n=48) 

(%) 

1  Reversible  Pulpitis?* 

101 

63 

11 

1 

(57.7) 

(36.0) 

(6.3) 

1  Irreversible  Pulpid^ 

97 

43 

9 

1 

(65.1) 

(28.9) 

(6.0) 

1  Paicoronitis 

128 

16 

3 

1 

(87.1) 

(10.9) 

(2.0) 

Feriodoatal  Relatetf 

37 

31 

3 

(52.1) 

(43.7) 

(4.2) 

Orofadal  Trauma^ 

40 

16 

6 

(64.5) 

(25.8) 

(9.7) 

Post-op* 

34 

6 

1 

(82.9) 

(14.6) 

(2.4) 

OtW 

90 

47 

15 

(59.2) 

(30.9) 

(9.9) 

‘  Mild/modeiate  canes  or  defective  restoratioo  without  irreversible  pulpal  isvolvment, 

*  Advanced  caries  with  probable  pulpal  involvemcat  or  any  conditioo  Toquirmg  root  canal  therapy. 
”  Acute/chrooic  gingivitis,  active  periodoatitis,  or  periodontal  abbess. 

*  A  tooth  firacture/avulsioo,  oral  Issioas:  traumatic  or  inflafflniatory,  or  temporomandibular  joint 

disorders. 

*  Any  pusl-operctive  or  post-surgical  complication  including  extraction  site  infixtioD,  hemonhage 

control,  dressing  changes,  suture  procedures,  madicstioo  application,  or  foUowsip  CP  's. 

'  All  other  conditions. 
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TABLE  12 


CSEQUENCY  OF  DIAGNOmC  GROUP 
BY  DENTAL  FTINESS  CLASSEFICAITON 
(a=748) 


DUGNOSne  GROUP 

CLASS  1 
(n=74)  (%) 

CLASSIFTCA 

CLASS2 
(0=439)  (%) 

TOWLEVEL 

CLASS  3 
(n=i66)  (%) 

CLA^4 
(0=69)  (%) 

Reversible  Pulpitis* * 

20  (27.0) 

97  (22.1) 

27  (16.3) 

16  (23.2) 

Irreversible  Pulpitis^ 

5  (  6.8) 

49  (11.2) 

69  (41.6) 

15  (21.7) 

Pericoronitis 

12  (16.2) 

90(20.5) 

23  (i.i.8) 

11  (15.9) 

Periodontal  Related* 

4  <  S.4) 

48  (10.9) 

7(4.2) 

9  (13.0) 

Orofadal  Trauma* 

S  (  6.8) 

46  (10.5) 

7  ( 4.2) 

3  ( 4.3) 

Post-op* 

4  (  5.4) 

27  ( 6.2) 

7(4.2) 

0  (  0.0) 

Othei^ 

24  (32.4) 

82(18.7) 

26  (15.7) 

15  (21.7) 

*  Mild/mcijenta  caries  or  defective  restoretioo  without  irreversible  pulpal  mvolvmeat. 

^  Advanced  caries  with  probable  pulpal  involvement  or  any  condition  requiring  root  canal  therapy. 
^  Acute/chronic  gingivitis,  active  periodontitis,  or  periodontal  abscess. 

*  A  tooth  fracture/avulsiun,  oral  lesions:  tiauimjUic  or  inflammatory,  or  temporomandibular  joint 

disorders. 

*  Any  post-operative  or  post-scagical  contiplicstion  including  extraction  site  infection,  ijemorrhago 

control,  dressing  chang'es,  suture  procedure^  Tnedication  application,  or  follow-up  care. 

'  All  other  conditions. 


1 

TABLED 

FREQUENCY  OF  TOOTfl/AREA  INVOLVED  BY  DIAGNOSTIC  GROUP 

(n=748) 


1  DIAGNOSTIC 
GROUP 

3RD 

MOLARS 
n=204  (%) 

2ND 

MOLARS 
n=126  (%) 

1ST 

MOLARS 
0=210  (%) 

PREMOLARS 

0=67  (%) 

CANINES 

0=14  (%) 

INCISORS 

0=77(56) 

OTHER 
AREA 
0=50  (%) 

Revenible 

Pulpitis? 

1(0.5) 

53  (42.1) 

64  '10.5) 

32  (47.8) 

2  (14J) 

22  (28.5) 

1  ( 2.0) 

IrreTcrslhle 

Pulpitis^ 

6  ( 2.9) 

34  (27.0) 

76  (36.2) 

13  (19.4) 

3  (21.4) 

17(22.1) 

0  ( 0.0) 

Perkorooitls 

151  (74.0) 

2  (  1.6) 

0  ( 0.0) 

0  ( 0.0) 

0  ( 0.0) 

0  ( 0.0) 

1(2.0) 

Penodontxl 

Related’ 

9  ( 4.4) 

15  (11.9) 

16  ( 7.6) 

3(4.5) 

2  (14.3) 

10  (13.0) 

16(32.0)  1 

Orofacial 

Trauma^ 

1  (0.5) 

4  ( 3.2) 

17(8.1) 

2  ( 3.0) 

1  (7.1) 

22  (28.6) 

15(30.0)  1 

Post-op* 

25  (12.3) 

3  ( 2.4) 

6  (  2.9) 

2  ( 3  .0) 

0  ( 0.0) 

1  (  1-3) 

4(8-0)  1 

j  Other' 

11  (5.4) 

15  (11.9) 

31  (14.8) 

1-'  (22.4) 

6 (42.9) 

5  (  6.5) 

13(26.0)  1 

*  MiW/modcn»tc  c»rie*  or  detoclive  rcstortUon  without  inevcisihlc  pulp*l  involvment. 

‘  Advanced  caric*  with  probable  pulpal  involvcowri  or  tny  condition  requiring  rocA  canal  therapy. 

*  Acutr/chronic  gingivitis,  active  periodontitis,  or  periodontal  abtccas. 

‘  A  tooth  fracturc/avulsion,  oral  lesions:  traumatic  or  innammalory,  or  tcmporo^ul^dii^uUr  jekU  disordcia. 

*  Any  past-operative  or  poil-«urgical  conipUcaiion  including  extraction  site  iniection.  hensorritage 

control,  dressing  chxngcs.  tuturc  prscoduncs,  medication  appliaaiion,  or  fotk>w-vp  care. 

'  Ali  other  eoaditions. 
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TABLE  14 

FREQUENCY  OF  20  MOST  FREQUENTLY  PERFORMED  EMERGENCY  SERVICES 

(0=1122) 


TREATMENT 

coder 

FREQUENCY 

PERCENT 

PRESCRIPTION 

9631 

288 

25.8 

THERAPEUTIC  MEDICATION  BY  INJECTION 

9610 

125 

11.1 

SEDATIVE/TEMPORARY  RESTORATION 

2940 

101 

9.0 

INTERMEDIATE  BASE 

2954 

73 

6.5 

TOOTH  REMOVAL,  COMPLICATED 

7120 

54 

4.8 

PULPECTOMY,  TOTAL 

3230 

53 

4.7 

WRITTEN  CONSULTATION 

0150 

52 

4.6 

PERIODIC  ORAL  EXAM 

0120 

50 

4.5 

TOOTH  REMOVAL 

7110 

50 

4.5 

OCCLUSAL  ADJUSTMENT,  LIMITED 

4330 

44 

3.9 

PERIODONTAL  SCALING 

4342 

34 

3.0 

POSTOPERATIVE  TREA'iTVIENT 

9918 

29 

2.6 

TOOTH  REMOVAL,  IMPACTED 

7130 

24 

2.1 

ENAMELOPLASr/  OR  ODONTOPLASTY 

2970 

24 

2.1 

ENDODONTIC  DIAGNOSTIC  TEST 

0460 

24 

2.1 

AMALGAM,  TWO  SURFACE 

2150 

23 

2.0 

RESIN,  COMPLEX 

2336 

20 

1.8 

AMALGAM,  ONE  SURFACE 

2140 

19 

1.7 

GLASS  lONOMER  WITH  CAVITY 

PREPARATION 

2215 

18 

1.6 

AMALGAM,  THREE  SURFACE 

2160 

17 

l.S 

Based  on  DoD  cedes  provided  in  Departnrent  of  the  Amy  Pamphlet  40-16. 
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TABLE  15 


FREQUENCY  OF  DISPOSITION  OF  PATIENT  BY  DIAGNOSIS 

(N=800) 


DISPOSITION 

NO 

TREATMENT 

(n-86) 

I’EMPORARY 

TREATMENT 

(n=268) 

PERMANENT 

TREATMENT 

(n=277) 

LIGHT 

DUTY/ 

QUARTERS 

(n=18) 

REFERRAL 

(0=112) 

OTHER 

(a=39) 

PIACNOSIS 

HHIdCsrkc 

14  (19.4*) 

23  (31.9%) 

30  (41.7%) 

0  (0.0%) 

3  (4.2%) 

2  (2.8%) 

Advanced  C«rks 

2  (2.0*) 

43  (43.9%) 

38  (38.8%) 

4  (4.1%) 

10  (10.2%) 

1  (1.0%) 

DefecdTe 

Restoration 

12  (11J3*) 

30  (28.3%) 

«4  (41.5%) 

0  (0.0%) 

14  (13.2%) 

6  (5.7%) 

Fractured 

Tooth/Avulsioo 

1  (2.8*) 

11  (30.6%) 

20  (55.6%) 

0  (0.0%) 

3  (8.3%) 

1  (2.8%) 

Gln^vitis 

3  (9.1*) 

13  (39.4%) 

9  (27  J*) 

0  (0.0%) 

6  (18.2%) 

2(6.1%) 

Active 

Periodontitis 

0  (0.0%) 

5  (26J*) 

6  (31.6%) 

2  (10.5%) 

3  (15.8%) 

3  (15.8%) 

PeriodoaUl 

Abscess 

0  (0.0*) 

7  (36.8%) 

10  (52.6*) 

1  (5.3%) 

1  (5.3%) 

0  (0.0%) 

Pericoronitis 

2  (2.9*) 

20  (28.6%) 

25  (35.7%) 

0  (0.0%) 

22  (31.4%) 

1  (1.4%) 

Esthetk 

Emergency 

0  (0.0*) 

11  (61.1%) 

7  (38.9%) 

0  (0.0%) 

0  (0.0%) 

0  (0.0%) 

Unerupted  Tooth 

9  (13.6*) 

12  (18.2%) 

19  (28.8%) 

0  (0.0%) 

23  (34.9%) 

3  (4.6%) 

Oral  LcsioBS 

Traumatic/ 

Ia.1ammatoi7 

4  (30,8*) 

0  (0.0%) 

5  (38.5*) 

0  (0.0%) 

3  (23.1%) 

1  (7.7%) 

TMJ  Disordm  * 

2  (.18.-2%) 

3  (27.3%) 

2  (18.2%) 

0  (0.0%) 

4  (36.4%) 

0  (0.0%) 

Pbst-op  ^ 

5  (12.2*) 

9  (22.0%) 

11  (26.8%) 

7(17.1%) 

5  (12.2%) 

4  f9.8%) 

Endodontic 

Condttkm 

1  (1.2%) 

50  '78.1%) 

7  (10.9%) 

2  (3.1%) 

2  (0.3%) 

2(3.1%) 

Other* 

31  (23.1*t 

31  (23.1%) 

44  (32.8%) 

2  (1,5%) 

13  (9.7%) 

13  (9.7%) 

‘  TcmporoitmndibuUr  joutt  disordcn-myofucUl  pain  dysfunction:  distocstioo,  lubluxation  or  oth^r  usocubM)  conditiotu. 
^  Post-opetstjve/  post-surgicai  complicatiuni  including  oxCraction  Btlo  kfocUon;  l;cnu>ni>a£c  control;  4>ilow-up  cue. 

°  Any  eotulilion  bo:  co'/eied  by  »S»ve  liu. 
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TABLE  16 

NUMBER  OF  HOURS  INVOLVED  IN  TREATING  DENTAL  EMERGENCIES 


^  s  , 


■j 


“-■f  '  i 


if 


Abijreviaticms;  SE  =  Slitndard  Emsr,  9S%  Cl  »  Nuiety-five  percent  Confidence  Interval. 


Hours  1 

Soldier’s  Time  Dentist’s  Time  | 

(n) 

Mean  (SE)* 

95%  Cl 

Mean  (SE)* 

95%  Cl 

Total  Hours 

805 

1.62  (.04) 

1.54-1.70 

.84  (.03) 

.78-.90 

Sc 

-Male 

644 

1.61  (.04)(.\) 

1.52-1.70 

.80  (.02)(C) 

.74- .85  1 

-  Female 

155 

1.66  (.10)(A) 

1.48-1.84 

1.02  (.08)(D) 

.91-1.13  1 

Rank  1 

-EltoE4 

534 

1.70  (.05)  (E) 

1.60-1.79 

.82  (.03)  (G) 

.76- .88  I 

-EStoE9 

223 

1.50  (.06)  (E  F) 

1.35-1.65 

.88  (.05)  (G) 

.79-  ,98  1 

-  WOl  to  08 

48 

1.27  (.11)  (F) 

.96-1.59 

.81  (.08)  (G) 

.61-1.02  1 

Race  1 

-  White 

454 

1.57  (.05)  (H) 

1.46-1.67 

.83  (.03)  (J) 

.77-  .90 

-Black 

252 

1.74  (.08)  (H) 

1.61-1.88 

.88  (.05)  (J) 

.79-  .97 

-  Hispanic 

56 

1.43  (.10)  (H) 

1.14-1.73 

.63  (.06)  (J) 

.44-  .82 

-  Other 

19 

2.10  (.34)  (I) 

1.59-2.61 

1.17  (.25)  (K) 

.85-1.50  1 

Education 

-  High  School  or  less 

422 

1.73  (.05)  (L) 

1.62-1.83 

.85  (.03)  (N) 

.79-  .92 

-  >  High  School 

375 

1.49  (.06)  (M) 

1.38-1.60 

.82  (.04)  (N) 

.75-  .89 

Diagnostic  Group  | 

-  Reversible  Pulpitis 

175 

1.51  (.08)  (0) 

1.35-1.66 

.81  (.05)  (0) 

.70-  .91 

-  Irreversible  Pulpitis 

149 

2.25  (.11)(P) 

2.07-2.42 

1.16  (.06)  (R) 

1.05-1.28 

-  Pericoronitis 

147 

1.49l.l0)(O) 

1.32-1.66 

.80  (.07)  (0) 

.69-  .92 

-  Periodontal  Related 

71 

1.60'  (.09)  (0) 

1.35-1.85 

.86  (.07)  (0) 

.70-1.02 

•  Orofacial  Trauma/Poin 

62 

1.58  (.  ’  })  (0) 

1.31-1.85 

.65  (.07)  (Ql 

.48-  .83 

-  Post-Operative/Surgery 

41 

1.32  (.15)  (0) 

.99-1.65 

.62  (.08)  (0) 

.41-  .84 

-  Other 

152 

1.35  (.06)  (0) 

1.17-1.51 

.71  (.06)  ((3) 

.59-  .82 

Annual  Exam  in  Post  12  Months  n 

-Yes 

534 

1.49  (.04)  (S) 

1.40-1.59 

.81  (.03)  (U) 

.75-  .87 

-No 

271 

1.87  (,0S)  (T) 

1.74-2.00 

.90  (.04)  (U) 

.81-  .98 

Der-tal  Fitness  Clossiflcation  HI  | 

}  -Yes 

166 

1.96  (.lOi^V) 

1.79-2.13 

.97  (.07)  (X) 

.86-1.08 

-No 

639 

1.53  (.04)  (  W) 

1.44-1.62 

.80  (.03)  (Y) 

.75-  .86 

Problem  Previously  Charted 
as  Class  HI 

-Yes 

162 

2.04  (.11)  (AA) 

1.86-2.21 

1.05  (.07)  (cq 

.94-1.16 

-No 

643 

1.51  (.04)  (BB) 

1.43-1.60 

.79  (.03)  (DD) 

.73-  .84 

Perceived  Oral  Health  Status  I 

-  Good  to  Excelliait 

477 

1,51  (.05)  (EE) 

1.41-1.61 

.78  (.03)  (GG) 

.72-  .85 

-  Fair  to  Poor 

142 

i.78  (.12)  (FF) 

1.59-1.96 

.95  (.07)  (HH) 

.84-1.07 

Table  17 


Best  Model  Explainii^  Total  Soldier  Time 
Involved  in  Receiving  Treatment  for  a  Dental  Emergen^ 
(ns804) 


Variable  fi  Contribution  to  R’ 


Irreversible  Pulpitis 

0.635 

0.0745 

Annual  Exam  in  Past  12  Months 

-0.322 

0.020 

High  School  Graduate  or  Below 

0.187 

0.011 

Ph)biem  Previously  Charted 

0.292 

0.(K)7 

as  Class  m 

R»  =  0,112,  F  =  25J13,  P  <  0.0001,  d.f.  4,800. 
All  Beta’s  significant  at  P  <  0.05. 


Table  18 


Best  Model  Explaining  Total  Dentist  Time 
Involred  in  nttviding  Treatment  for  a  Dental  Emetgency 
(n=789) 


Variable 

$ 

Contribution  to  R’  [ 

Irreversible  F^pitis 

0.360 

0.059 

Male 

•0.188 

0.010 

Perceived  Good  or  Excellent 

Oral  Health  Status 

-0.099 

0.004 

bfilitary  Rank  E1*E4 

-0.97 

0.003 

Problem  IVeviously  Charted 
as  Class  in 

0.110 

0.003 

R*  =  0,0800,  F  «  13.640,  P  <  0.0001,  d.f.  5,784. 
All  Beta’s  significant  at  P  <  0.05. 


TABLE  19 


PROJECTED  ANNUAL  COSTS  IN  HOURS  INVOLVED 
IN  TREAimC  A  DENTAL  EMERGENCY* 


VARIABLE 

PERCENT  OF 
TOTAL 

EMERGENCIES 

SOLDIER’S  TIME 

DENTIST’S  TIME 

Total  Health  Services  Conunaiid 

100.0 

263604.8 

136684.0 

Active  Duty  Population 

Diagnostic  Group 

•  Reversible  Pulpitis 

21.9 

53932.4 

28930.6 

-  Irreversible  Pulpitis 

18.7 

68464.0 

35297.0 

•  Pericoronitis 

18.4 

44611.0 

23952.2 

•  Periodontal  Related 

8.9 

23171.2 

12454.5 

-  Orofacial  Trauma/Paia 

7.8 

20053.5 

8249.9 

>  Post-Operative/Suigery 

5.1 

10954.2 

5145.2 

•  Other 

19.1 

41957.1 

22066.3 

Annual  Exam  in  Fast  12  Months 

-  Yes 

66.3 

160745.2 

87385.0 

-No 

33.7 

102543.9 

49352.7 

Dental  Fitness  C^lassilication  HI 

•Yes 

20.6 

65766.8 

32547.8 

-No 

79.4 

197674.3 

103359.1 

Problem  Prevtously  Charted 
as  Class  m 

-Yes 

20.1 

66801.7 

34383.2 

-No 

79.9 

196318.5 

102709.9 

*  Fijtires  tro  bssed  oa  projectiDg  tbs  results  of  this  study  oQto  tbs  total  emergeocy  visits  (162,719)  and  lbs  total 
active  duty  population  (3SS.1S14)  repotted  to  Health  Services  Cotmcand  in  Fiscal  Year  1992. 


I 


TABLE  20 

COMPARISON  OF  DESCRIPTIVE  STATISTICS  BY  ARMY  INSTALLATION 

(osS05) 


KNOX 

(0=163) 

AM 

HOOD 

(0=187) 

nQMSIAlL 

RILEY 

(0=179) 

Mrm 

LEONARDW(X)D 

(0=183) 

JACKSON 

(0=93) 

ACTIVE  DUTY  SUPPORTED 

8956 

35,271 

13,834 

14.046 

10,801 

EMERGENCY  RATES 

534.7 

314.5 

375.5 

650.0 

1069.8 

per  ICOG  penoand  per  year 

PERCENT  MALES 

93 

80.6* 

87.4' 

75.4* 

55.9 

AGE  GROUPS  («) 

17  to  24 

35.0* 

59.9* 

53.1* 

75.4 

77.4 

25  to  30 

21.5 

18.2 

20.1 

13.7 

11.8 

31  to  35 

19.6* 

12.3 

9.5 

7.1 

7.5 

36  to  50 

23.9^ 

9.6* 

17.3* 

3.8 

3.2 

RACE 

%  BLACK 

23.9^ 

37.2 

29.7 

35.4 

35.9 

%  WHITE 

64.2' 

53.9 

58.7 

57.3 

56.5 

%  HISPANIC 

7.5 

6.1 

9.9 

5.6 

6.5 

RANK 

»E1  TOE4 

38.0* 

6S.4' 

61.2* 

85.1 

88.0 

%  F5  TO  E9 

54.0* 

25.8* 

33  .r 

11.0 

8.7 

%  WOl  TO  OS 

8.0 

8.8 

5.1 

3.9 

3.3 

EDUCATION 

%  HIGH  SCHOOL  GRAD 

45.7* 

52.7* 

46.4* 

62.2 

52.2 

%  SOME  COLLEGE 

45.0* 

37.9 

46.3* 

29.4 

39.1 

%  COLLEGE  GRAD 

9J 

9.3 

7.3 

6.1 

7.6 

%  ANNUAL  EXAM 

PAST  12  MONTHS 

77.3* 

81.8* 

83.2* 

51.4* 

12.9 

DENTAL  CLASSinCATlON  I 

%  CLASS  1 

19.5‘ 

14.0* 

4.9 

5.7 

1.2 

%  CLASS  31 

66.2* 

56.4* 

66,5* 

63.2* 

13.6 

%  CLASS  III 

9.1* 

23.5 

22.6* 

25.0 

35.8 

%  CLASS  IV 

5.1» 

6.1* 

6.1* 

1.2* 

49.4 

*  Chi-square  significantly  dineient 

^  Qu-squire  significantly  difTercnt  Chan  Jackson  at  the  p^-OS  level. 

*  Chi-square  significantly  difTerent  than  Leooarduxrod  ami  Jackson  at  the  p-. OS  level. 

*  Chi-equaie  sigoificanlly  different  than  Hood,  Leonardwood  and  Jackson  at  (he  p». OS  level. 

*  Chi-square  significantly  different  than  Riley  at  the  p-.05  level. 

'  Chi-square  significantly  different  than  Hood  at  (he  p*>.0S  level. 

*  Chi-square  sigoificanlly  different  than  Leonardwood  at  the  p°*.05  level. 

^  Chi-square  significantly  different  than  Leonardwood  and  Jackson  at  the  p«^.OS  level. 
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Chief,  U.S.  Army  Dental  Corps,  ATTN:  DASG-DC,  Bldg  5,  Rm  629, 
5109  Leesburg  Pike,  Falls  Church,  VA  22041-3258  (1) 

Commander,  U.S.  Army  Institute  of  Dental  Research  (USAIDR) , 

Walter  Reed  Army  Medical  Center,  Washington,  DC  20307-5300  (1) 
Chief,  Dental  Science  Division,  ATTN:  HSHA-MD,  Bldg  284.1,  Rm 
1348,  Fort  Sam  Houston,  TX  78234-6100  (1) 

Deputy  Director  Combat  Developments,  ATTN:  HSHA-C,  Bldg  2000, 
Fort  Sam  Houston,  TX  78234-6100  (1) 

Command  Dental  Surgeon,  U.S.  Army  Forces  Command,  ATTN:  FCMD-DC, 
Fort  McPherson,  GA  30330-6000  (1) 

Deputy  Commander,  U.S.  Army  Health  Services  Command,  ATTN:  HSDC, 
Room  229,  Fort  Sam  Houston,  TX  78234-6000  (1) 

Director  of  Dental  Services,  U.S.  Army  Health  Services  Command, 
ATTN:  HSDS,  Rm  121,  Fort  Sam  Houston,  TX  78234-6100  (1) 

Deputy  Commander,  HQs  7th  Medical  Command,  APO  AE  09102-3304  (1) 
Assistant  Chief  of  Staff  for  Dental  Services,  HQs  7th  Medical 
Command,  APO  AE  09102-33045  (1) 

Defense  Technical  Information  Center,  ATTN:  DTIC-OCC 

(Selection),  Bldg  5,  Cameron  Station,  Alexandria,  VA  22304-6145 


(2) 

Director,  Joint  Medical  Library,  DASG-AAFJML,  Offices  of  the 
Surgeons  General,  Army/Air  Force,  Rm  670,  5109  Leesburg  Pike, 
Falls  Church,  VA  22041-3258  (1) 

Defense  Logistics  Studies  Information  Exchange,  U.S.  Army 
Logistics  Management  College,  Fort  Lee,  VA  23801-8043  (1) 

Commander,  U.S.  Army  Dental  Activity,  Fort  Wainright,  AK  99703- 
7300  (1) 

Commander,  U.S.  Army  Dental  Activity,  Fort  Belvoir,  VA  22060-5166 
(1) 

Commander,  U.S.  Army  Dental  Activity,  Fort  Benning,  GA  31905-6100 
(1) 

Commander,  U.S.  Army  Dental  Activity,  Fort  Bliss,  TX  79920-5001 
(1) 

Commander,  U.S.  Army  Dental  Activity,  Fort  Bragg,  NC  28307-5000 
(1) 

Commander,  257th  Medical  Detachment  (HA) ,  Fort  Bragg,  NC 
28307-5000  (1) 

Commander,  U.S.  Army  Dental  Activity,  Fort  Campbell,  KY 
42223-1498  (1) 

Commander,  U.S.  Army  Dental  Activity,  Fort  Carson,  CO  80913-5000 
(1) 

Commander,  U.S.  Army  Dental  Activity,  Fort  Devens,  MA  04133-6401 
(1) 

Commander,  U.S.  Army  Dental  Activity,  Fort  Dix,  NJ  08640-6850  (1) 

Commander,  U.S.  Army  Dental  Activity,  Fort  Drum,  NY  13602-5005 
(1) 

Commander,  U.S.  Army  Dental  Activity,  Fort  Eustis,  VA  23604-5569 
(1) 

Commander,  U.S.  Army  Dental  Activity,  Fitzsimons,  Aurora,  CO 
80045-7000  (1) 
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Commander,  U.S.  Army  Dental  Activity,  Fort  Gordon,  GA  30905-5660 
(1) 

Commander,  U.S.  Army  Dental  Activity  Hawaii,  Tripler  Army  Medical 
Center,  Honolulu,  HI  96859-5000  (1) 

Commander,  U.S.  Army  Dental  Activity,  Fort  Hood,  TX  76544-5063 
(1) 

Commander,  U.S.  Army  Dental  Activity,  Fort  Huachuca,  AZ 
85613-7040  (1) 

Commander,  U.S.  Army  Dental  Activity,  Fort  Irwin,  CA  92310-5065 

(1) 

Commander,  U.S.  Army  Dental  Activity,  Fox*t  Jackson,  SC  29207-5780 

(1) 

Commander,  U.S.  Army  Dental  Activity,  Fort  Knox,  KY  40121-5520 

(1) 

Commander,  U.S.  Army  Dental  Activity,  Fort  Leavenworth,  KS 
66027-5410  (1) 

Commander,  U.S.  Army  Dental  Activity,  Fort  Lee,  VA  28301-5270  (1) 

Commander,  U.S.  Army  Dental  Activity,  Fort  Leonard  Wood,  MO 
65473-5575  (1) 

Commander,  U.S.  Army  Dental  Activity.  Fort  Lewis,  WA  98431-5020 

(1) 

Commander,  U.S.  Army  Dental  Activity,  Fort  McClellan,  AL 
36205-5082  (1) 

Commander,  U.S.  Army  Dental  Activity,  Fort  Meade,  MD  20755-5700 
(1) 

Commander,  U.S.  Army  Dental  Activity,  Fort  Mcnmouth,  NJ 
07703-5504  (1) 

Commander,  U.S,  Army  Dental  Activity,  Fort  Ord,  CA  93941-5000  (1) 

Commander,  U.S.  Army  Dental  Activity  Panama,  APO  Miami  34004  (1) 

Commander,  U.S.  Army  Dental  Activity,  Fort  Polk,  LA  71459-6050 
(1) 

Commander,  U.S.  Army  Dental  Activity,  Presidio  of  San  Francisco 
CA  94129-6700  (1) 

Commander,  U.S.  Army  Dental  Activity,  Redstone  Arsenal,  AL 
35809-7000  (1) 

Commander,  U.S.  Army  Dental  Activity,  Fort  Riley,  KS  66442-5043 
(1) 

Commander,  U.S.  Army  Dental  Activity,  Fort  Rucker,  AL  36362-5350 
(i) 

Commander,  U.S.  Army  Dental  Activity,  Fort  Sam  Houston,  TX 
78234-6200  (1) 

Commander,  U.S.  Army  Dental  Activity,  Fort  Stewart,  GA  31314-5225 
(1) 

Commander,  U.S.  Army  Dental  Activity,  Walter  Reed  Army  Medical 
Center,  Washington,  DC  20307-5400  (1) 

Commander,  U.S.  Army  Dental  Activity,  West  Point,  NY  10996-1782 
(1) 

Commander,  10th  Medical  Detachment,  APO  AP  96301-0022  (1) 

Commander,  U.S.  Army  Dental  Activity-Japan,  APO  AP  96343-0073  (i) 


